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PROGRESS IN NEUROLOGY AND PSYCHIATRY 


The following question was recently submitted by the Editor to a number of American neuro- 


logists and psychiatrists: ‘What do you consider the three most significant advances in the field 
of neurology and psychiatry in the past ten years?” The MONTHLY believes their answers will 


prove as interesting to its readers as did the answers to similar questions relating to other special- 
ties published here from time to time. 
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The metapsychology of Freud; 

The lessons learned from epidemic encephalitis: 

The advances in endocrinology particularly of the pituitary and gonads.—Smith Ely Jelliffe, 
New York, N. Y. 

The Freudian metapsychology; 

The lessons learned from encephalitis; 

The studies on the vegetative nervous system, and the therapeutic attack on general paresis. 
—William A. White, Washington, D. C. 

The establishment of the function of the premotor cortex and its symptomatology; 

The control of cerebrospinal fluid volume and pressure, by means of dehydration, spinal 
drainage and fluid limitation, as a therapeutic measure in the treatment of acute cerebral 
injuries, the convulsive state and certain chronic diseases of the central nervous system. 
The diagnostic value of encephalography and spinal fluid measurements in establishing a 
more exact knowledge of diseases of the nervous system, thus permitting appropriate 
treatment; 

The correlation of common cerebral symptoms encountered throughout the field of medi- 
cine, with physical hydrodynamic changes occurring within the cranio-vertebral cavity, 
and the therapeutic measures required for the control of such symptoms as headache, vom- 
iting, convulsions, stupor and coma.—-Temple Fay, Philadelphia, Pa. 

The progress in knowledge of the sympathtic nervous system; 

The advances in endocrinology, especially in relationship to the hormones of the glands of 
internal secretion; 

The increasing interest of the medical profession in the relationship of psychiatry to gen- 
eral medicine.—Frederick P. Moersch, Rochester, Minn. 

Pavlov’s work on conditioned reflexes; 

Loewi, Cannon, and Dale’s work on humoral physiology and the emotions; 

Ventriculography and encelphalography; 

T. K. Rivers’ work on virus diseases of the C. N. S.—Foster Kennedy, New York, N. Y. 


Neurology 


The opening of new fields for investigations in the neuro- psychiatry of the nervous system 
from studies of the electrical changes in the nervous system accompanying nervous reac- 
tions; 

Advances in neuro-surgery; 

Advancements of knowledge of the functions of the vegetative nervous system in neurological 
and psychiatric disorders. 


Psychiatry 


The integrating of psychiatry among the facilities of the general hospital as a diagnostic 
and therapeutic aid in relation with somatic disorders and mental problems coming to 
the hospital; 

The development of psychiatric teaching in American medical schools; 

The increasing interest in psychotherapy. —Albert M. Barrett, Ann Arbor, Mich. 

Malaria and hyperthemia treatment of paresis; 

Refinements of encephalography and ventriculography for diagnosis, advance in knowledge 
of pathology, and improved technique in surgery of brain tumors; 

Liver extract for the prevention and treatment of combined degeneration of the cord in 
pernicious anemia.—I. S. Wechsler, New York, ; 

aemeenene methods of diagnosing intracranial lesions, thus supplementing ventricu- 
ography ; 

Wider knowledge of endocrinopathies, especially of the pituitary; 

General neuropathologic research pertaining especially to tumors of the central nervous sys- 
tem.—George B. Hassin, Chicago, Ill. 
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THE CONSIDERATION OF CERTAIN LESS COMMON FORMS 
OF HEART DISEASE. 





FreEpRIcK A. WIL.Ivus, M. D., 
Rochester, Minn. 
Division of Medicine, The Mayo Clinic. 





It seems appropriate, from time to time, to place 
emphasis on certain less common forms of heart dis- 
ease so that their identity does not become sub- 
merged in the vast store of medical information. I 
wish to discuss briefly three forms of heart disease 
that occur with sufficient frequency so that their 
clinical recognition should be the rule rather than 
the exception. They are (1) calcareous aortic steno- 
sis, (2) adiposity of the heart, and (3) arterio- 
sclerosis involving the pulmonary artery. 


CALCAREOUS AORTIC STENOSIS 

Until the last five years, calcareous aortic stenosis 
was, with rare exceptions, a disease recognized only 
at postmortem examination. However, through the 
persistent correlation of clinical signs and symp- 
toms and postmortem findings, together with skilful 
use of the fluoroscope, the lesion is now regularly 
identified while the patient is alive. 

The lesion, with few exceptions, is limited to the 
aortic valve and consists of the deposit of variable 
amounts of calcareous material, primarily involving 
the aortic annulus, frequently one of the valve com- 
missures, and frequently the valve leaflets, although 
the free margin of the leaflets is involved chiefly 
when the process is very marked. Fusion of the 
leaflets tends to occur so that, in the majority of 
cases, as the deposit of calcareous material occurs, 
the leaflets become adynamic; this results in a 
barrier where stenosis predominates but where lesser 
degrees of aortic insufficiency may also be present. 
The calcareous process rarely involves the aorta, ex- 
cept the immediate contiguous segment, and in my 
experience never has extended to the region from 
where the coronary arteries originate. The left 
ventricle undergoes hypertrophy, owing to the effect 
of the stenotic barrier, and the heart, in cases of 
long standing, may attain enormous weight; the 
greatest weight in my series was 1017 gm. Asso- 
ciated pericarditis occurs with exceptional infre- 
quency. 

Various hypotheses regarding the etiology of this 


lesion have been advanced. 
the process to be degenerative in character, wit! 
a resulting deposit of calcium. Cabot, while ac 

knowledging infection as an etiologic factor, was 
inclined to the belief that the nature of the infectious 
process was different from that occurring in the pres 

ence of rheumatic valvular defects. Margolis, 
Ziellessen and Barnes did not draw definite conclu- 
sions regarding the etiology of the lesion, but sug- 
gested that in some cases there may be an inflamma- 
tory basis while in others there may be a degenera- 
tive process. Christian, in spite of a very low in- 
cidence of histories of previous illness with rheu- 
matic fever, inclined to the belief that the lesion 
represents a form of rheumatic valvular injury. 


Monckeberg believe: 


My experience leads me to the belief that the 
lesion is inflammatory in origin, either infectious or 
toxic, but that its exact nature is still unknown. 
The usual solitary occurrence of the lesion, its over- 
whelming predominance in males, the low incidence 
of previous histories of rheumatic fever, and the 
extreme rarity of pericardial involvement, all 
strongly militate against the rheumatic origin of the 
lesion. Arguing strongly against the atherosclerotic 
genesis of the lesion is the fact that in the vast 
majority of cases in which postmortem study has 
been made, there has been remarkably little 
atherosclerosis in portions of the cardiovascular sys- 
tem other than the valve leaflets, annulus and a 
small contiguous portion of the aorta. 

The clinical recognition of calcareous aortic 
stenosis becomes possible when certain fundamental 
facts are borne in mind: 

It is observed chiefly among men who have passed 
the age of fifty years. The sex ratio is about six 
males to one female, and, although occasionally 
patients are observed who are in the third, fourth, 
or fifth decades of life, approximately 80 per cent 
have passed the fiftieth year. 

The lesion is very slowly progressive, with, symp- 
toms of heart failure appearing late in life, and the 


macpresencs eye 








»be 


the 


ed 
ix 


ly 


nt 


1€ 





35] 


‘riod of survival is usually short after these symp- 
ms have appeared. In the majority of cases the 
rminal syndrome is that of congestive heart fail- 
re, while sudden death occurs only occasionally. 

The history usually fails to disclose an appar- 
nt etiologic factor. Considerable cardiac enlarge- 
nent is the rule, although this will vary with the 
legree of stenosis and with the time that the lesion 
ias been existent. 

A rough, reverberant, systolic murmur of great 
intensity, usually heard best over the aortic area, 
but frequently audible over the entire precordial 
irea, is a constant finding. It is, likewise, usually 
transmitted into the carotid arteries. 

A systolic thrill is usually, but not always, 
palpable over the aortic area. It may be evanescent, 
absent during severe heart failure and reappearing 
with the restitution of cardiac function as cardiac 
systole becomes more normal. In some cases its de- 
tection is dependent on having the patient lean for- 
ward, 

In about one-fourth of the cases, the blowing dias- 
tolic murmur of aortic insufficiency is present. With 
few exceptions, an aortic second tone is not audible. 
This sign, in my experience, has been of untold 
value in the recognition of calcareous aortic stenosis. 
Absence of the aortic second tone indicates fixation 
of the aortic valve leaflets; this condition is found 
in the majority of these cases. 

The pulse is of small volume, and the pulse pres- 
sure is normal or decreased, except in cases com- 
plicated by aortic insufficiency or hypertension. 

In Christian’s article of 1931, dealing with this 
subject, he clearly predicted the roentgenographic 
demonstration of these calcareous lesions during the 
life of the patient. Sosman and Wosika in 1933 
demonstrated the feasibility of this, and more re- 
cently Camp, of The Mayo Clinic, has been able to 
recognize the lesion in every case in which the pa- 
tient has been sent to him for special roentgenologic 
study. His method chiefly involves skilful use of 
the fluoroscope, although in some cases in which 
the deposits of calcareous material are considerable, 
their clear-cut demonstration on films is possible. 
The patient is examined in the erect posture, in 
either the right or left oblique position, and a small 
vision aperture is used, usually 114 in. (3.8 cm.), 
to permit selective localization of shadows. The 
calcified leaflets are thus visualized as dancing 
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shadows moving downward during systole and rotat- 
ing in a clock-wise manner. When the annulus is 
the chief seat of calcareous deposit, its elliptical 
configuration may be clearly seen. Extraneous de- 
posits of calcification are identified by shifts in pos- 
ture, and the calcification of hilus nodes by having 
the patient hold the breath, under which condition 
the shadows cease to move. Calcified portions of 
the pericardium and aorta are distinguished by their 
laminar character and their position. 

The treatment of patients who have calcareous 
aortic stenosis is essentially that of any valvular 
defect. Before the advent of failure, the problem 
is to restrict the patient’s activities, and to institute 
an individualized regimen. When congestive heart 
failure supervenes, the procedure is identical to that 
employed in all cases regardless of type of lesion. 

ADIPOSITY OF THE H&larT 

The older medical literature contains many con- 
tributions dealing with the so-called fatty heart but 
during recent years little attention has been accorded 
this interesting and important condition. In 1933, 
Smith and I investigated the subject again, basing 
our study on 136 obese subjects who had died from 
various causes, and on whom careful postmortem 
examinations had been conducted. In reviewing 
the literature on the subject we became impressed 
with the confusion prevailing in many of the dis- 
cussions through the use of numerous terms that 
were employed in different ways by various inves- 


tigators. The terms most frequently encountered 
were “fatty degeneration,” “fatty infiltration,” 


“fatty metamorphosis.” “adiposity of the heart,” 
“obesity of the heart,’ and so forth. From this con- 
fusion we were enabled to separate two distinct con- 
ditions: (1) the condition in which an abnormal 
increase in the subepicardial fat occurs and in 
which penetration of fat occurs into the connective 
tissue interspersed between the muscle bundles and 
fibers; (2) the condition in which fatty changes 
occur within the heart muscle cell (cytoplasm) and 
which is generally conceded to result from the di- 
minished utilization (oxidation) of the fat normally 
brought to the cell. 

In obese individuals, the first condition described 
prevails in varying degrees, whereas the condition 
in which fatty changes within the cytoplasm of the 
cell occurs rarely, if ever, is found in obese persons, 
but occurs chiefly in such states as chloroform and 
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phosphorus poisoning, pernicious anemia, leukemia, 
and the cachexia of cancer. 

We favor the use of the term “adiposity of the 
heart,” as introduced by Beattie and Dickson, to 
designate the condition which occurs in obesity. 
When it is recalled that in obesity an increase in 
deposition of fat occurs in all the normal fat depots 
of the body, it is possible to begin to visualize the 
far-reaching influence of this condition on the cir- 
culation and on other important components of the 
body. The normal fat depositories of the body com- 
prise the subcutaneous tissues, the omentum, the 
mesentery, the bone marrow, the extraperitoneal tis- 
sues, the tissues about the kidneys, the orbits and 
the connective tissue beneath the epicardium. In 
obesity, concern is not only with the actual increase 
that occurs in weight of the body, but the enormous 
increase in the surface of the body that inevitably 
accompanies the increased size of the body must 
also be visualized. 

It was at one time presumed that fatty tissue was 
relatively avascular, but careful histologic study of 
this tissue, after arterial injection, clearly reveals 
the enormous vascularity of fat; a capillary is 
demonstrable for every fat cell. Thus, it becomes 
apparent that in marked cases of obesity the capil- 
lary bed of the body becomes enormously increased, 
thereby greatly extending the peripheral circulation, 
an important factor in the increased work imposed 
on the heart. The work of the heart is further in- 
creased by the fact that the total metabolism of obese 
individuals is increased. 

The heart becomes handicapped by the marked 
amount of fat which at times virtually encases the 
organ, and probably the greatest impairment in 
function occurs when the fat penetrates into the 
This 
is always most marked in the right ventricle, and 


spaces between the muscle bundles and fibers. 


in some cases penetration of fat into the papillary 
muscles is marked. 

It is the. rule for obese persons to become 
dyspneic on slight effort and only too often this 
symptom is looked on as an innocent manifestation 
of over-weight. It is not an innocent symptom but 
one that indicates constant and sustained over-burden 
of the circulatory system. 

As a-rule, the weight of the heart tends to parallel 
the weight of the body, so’that in obesity it is 
customary to encounter hearts that weigh consider- 
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ably more than those of individuals of norma 
weight. However, in approximately one-fourth « 
the cases in our series the heart had not increas 
in weight proportionately with increase in the weigh 
of the body, and it is probable that this discrepan 
may have been an appreciable factor in the pro 
duction of cardiac insufficiency. 

It is of interest to note that in 7 per cent of th 
cases, congestive heart failure occurred, bit in non 
of these cases had there been any evidence whatso- 
ever of cardiac disease, other than cardiac adiposit) 
The realization of the fact that adiposity of the heart 
itself may be capable of producing heart failure and 
death is of utmost importance. 

Hypertension occurred in 45 per cent of the cases, 
and in this group marked degrees of cardiac hyper 
trophy had occurred. 
ficant degree occurred in 7 per cent of the cases. 


Coronary sclerosis of signi 


No distinctive clinical syndrome occurs in adipos- 
itv of the heart. 
on undue effort to congestive heart failure in a small 


The symptoms vary from dyspnea 


percentage of cases. 

Treatment of this condition is chiefly concerned 
in the gradual reduction of body weight by institu 
tion and maintenance of a properly individualized 
regimen. When such prophylactic measures are in- 
troduced prior to the onset of serious symptoms of 
cardiac impairment much can be accomplished in 
In 


cases in which congestive heart failure is present, the 


preventing or deferring serious consequences. 


dietary program is supplemented by the usual meas- 
ures employed in failure. 

ARTERIOSCLEROSIS INVOLVING THE PULMONARY 

ARTERY 

The general term, “pulmonary artery arterio- 
sclerosis,” necessitates rather specific differentiation, 
The 
so-called senile type of arteriosclerosis, involving 


for several distinct processes are recognized. 


the larger branches of the pulmonary artery, and 
similar in all respects to arteriosclerosis in other 
arteries, is not infrequently observed in senescent 
patients, and as a rule has little or no clinical sig- 
nificance. However, changes in the smaller arteries 
and the arterioles ultimately impose on the heart 
The 
changes in the smaller vessels consist of prolifera- 


a burden that assumes serious proportions. 


tion of the intima and media, and appear to be of 
two types. In one type, the lession seems to ‘be the 


result of inflammatory processes such as syphilis, 
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uumatic fever, and possibly other infectious dis- 
« ses, and in.the other type, the lesion appears to 
the result of increased pressure in the pulmonary 
culation. The latter is either the result of pri- 


iry pulmonary hypertension or increased peripheral 


sistance resulting from such lesions as_ mitral 


s 


nosis and congenital heart disease, or it is at- 
ibutable to distortion of the arteriolar-capillary 
d, such as may occur in emphysema, in chronic 


— eb 


ffuse pulmonary disease particularly when asso- 


iated with extensive fibrosis, in extensive oblitera- 


ais 


tive pleuritis, or in marked kyphoscoliosis when the 
internal diameter of the thorax becomes greatly 
reduced. 
When the 
marked, the imposed burden causes the right ven- 


vascular changes are appreciably 
tricle to undergo hypertrophy, with its impending 
failure, and when the right side of the heart be- 
comes involved, the disease assumes clinical im- 
portance. 

Physiologically, the disease may be separated into 
two stages: first, the pulmonary stage, which 
obviously precedes the ultimate involvement of the 
heart, and, second, the cardiac stage, when hyper- 
trophy of the right ventricle occurs. The first may 
be suspected clinically but is rarely identified ex- 
cept in the presence of pulmonary emphysema, 
diffuse pulmonary disease, and so forth. The sec- 
ond should be more frequently recognized than it 
is at this time. 

Pessibly one reason that the second condition is 
not recognized more frequently is the demand for 
the well-known syndrome of Ayerza or the condi- 
tion which produces the so-called “black cardiac”; 
this, however, may be only a late manifestation, or 
may never appear. 
of the vascular 
changes involving the smaller branches and the 
This 
is likely to occur with very little effort and is usually 


The most common symptom 


arterioles of the pulmonary artery is dyspnea. 


promptly relieved when the patient is at complete 
rest. Later in the disease, dyspnea may be a con- 
tendency to recurrent 


stant phenomenon. The 


bronchitis frequently exists. Repeated episodes of 
hemoptysis are commonly present, and varying de- 
grees of cyanosis occur, although the latter symp- 
tom may vary greatly in different cases. Clubbing 
of the fingers and toes is uncommon. 


On physical examination, clinical evidence of 
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hypertrophy of the right ventricle is apparent, and 
is determined by the increase in extent of dulness 
on percussion, to the right of the midsternum, and 
by demonstration of the impulse produced by the 
right ventricle being displaced outward and upward, 
often into the fourth and even into the third, left 
intercostal space. The pulmonic second tone is 
frankly accentuated, and frequently is prolonged 
and reduplicated. A soft, blowing murmur (pulmo- 
nary souffle) is heard, usually most plainly to the 
right of the upper part of the sternum, but at times 
over the entire precordial area. 

Recently Ulrich has called attention to additional 
diagnostic criteria, which, in addition to the pulmo- 
nary souffle, consist of palpable pulsations in the 
intercostal spaces and the dance of the diaphragm 
In the latter, the 
diaphragm is seen to have up and down movements, 


as observed with the fluoroscope. 


which occur synchronously with cardiac systole, and 
which are superimposed on the respiratory move- 
ments. 

Further roentgenographic evidence consists of ab- 
normal bulging of the right auricle, diminution in 
the visibility of the pulmonary fields resulting from 
stasis, and so forth. 

The cutlook in these cases is uniformly poor ow- 
ing to the progressive tendency of the lesion and 
the inevitable failure of the right side of the heart. 
Life may be prolonged by the patient’s acceptance 
of invalidism. The judicious use of venesection 
frequently results in temporary improvement but is, 
of course, a procedure that is limited in its appli- 
cation. 


BIBLIOGRAPHY 


Cited by Arrillaga, F. C.: 
l'Artere Pulmonaire Secondaire a Certain états 
Pulmonaires Chroniques (Cardiaques Noirs). Arch. 
de mal du coeur. 6:518-529, 1913. 

Beattie, J. M., and Dickson, W. E. C.: A Textbook 
of Special Pathology for the Use of Students and 
Practitioners. London, Rebman, 1909, p. 522. 

3. Cabot, R. C.: Facts on the Heart. Philadelphia, 

W. B. Saunders Company, 1926, pp. 205-766. 
4+. Camp, J. D.: Personal communication to the author. 
Christian, H. A.: Aortic Stenosis with Calcification 
of the Cusps—A Distinct Clinical Entity. Jour. Am, 
Med. Assn., 97:158-161, July 18, 1931. 
6. Margolis, H. M., Ziellessen, F. O., and Barnes, A. R.: 
Am. Heart 


1. Ayerza: Sclérose de 


nN 


Calcareous Aortic Valvular Disease. 
Jour., 6:349-374, February, 1931. 
7. Moénckeberg, J. G.: Der Normale Histologische Bau 








366 VIRGINIA 


und die Sklerose der Aortenklappen. Virch. Arch. 
f. Path. Anat., 176:472-514, June 2, 1904. 

8. Smith, H. L., and Willius, F. A.: Adiposity of the 
Heart—A Clinical and Pathologic Study of One 
Hundred and Thirty-Six Obese Patients. Arch. Int. 
Med., 52:911-931, December, 1933. 


9. Sosman, M. C., and Wosika, P. H.: Calcification in 


MEDICAL 


MONTHLY | Octob: 


Aortic and Mitral Valves with Report of Twen: 
three Cases Demonstrated in Vivo by Roentgen R: 
Am. Jour. Roentgenol. and Rad. Therap., 30:32 
348, September, 1933. 
10. Ulrich, H. L.: The Clinical Diagnosis of Pulmona \ 
Arteriosclerosis. Ann. Int. Med., 6:632-644, N>- 
vember, 1932. 


THE TREATMENT OF PERFORATED DUODENAL ULCER WITH 
SIMPLE CLOSURE AND JEJUNOSTOMY.* 


ARTHUR S. BRINKLEY, M. D., 
Richmond, Va. 


In acute perforation of a duodenal ulcer with 
rapid escape of much duodenal contents into the 
general peritoneal cavity the patient rapidly goes 
into a state of shock and any treatment to save life 
must be quickly applied. The fate of the patient 
depends much upon the promptness of a diagnosis 
and the rapidity with which the operation can be 
performed. 

After twenty-four hours operation offers very little 
hope. Statistics on this point are furnished by 
McCreery, who reported a series of twenty-five cases 
of acutely perforated gastric and duodenal ulcers, 
with a mortality of 6 per cent in those operated 
within twelve hours, a death rate of 60 per cent 
in those operated after twelve and before twenty- 
four hours, and a mortality of 100 per cent in those 
undergoing surgical treatment after forty-eight hours. 

Meyer and Brams’ conclusions, based on a study 
of sixty-two consecutive cases of acute perforation 
of gastric and duodenal ulcer, showed a mortality 
of 29 per cent. Thirty-five of their patients were 
admitted to the hospital in from one to six hours 
after the onset of symptoms, and of these, seven, 
or 20 per cent, died. Seventeen patients were ad- 
mitted in from seven to twelve hours after the onset, 
and of these, six, or 35.5 per cent, died, while ten 
were admitted after thirteen or more hours had 
elapsed, and of these, five, or 50 per cent, died, 
showing a definite and sharp rise in the mortality 
rate if operation is delayed for even a few hours. 
So it would seem operation within the first six 
hours can save the patient in a large majority of 
cases provided it be performed rapidly and with 


*Read at a meeting of the Richmond Academy of 
Medicine, December 13, 1927. 





a minimum amount of traumatism to the abdominal 
viscerae involved. Shock is no contra-indication 
for delaying operation for each hour’s delay adds 
to the mortality. 

With the foregoing facts in mind and not being 
satisfied with the results obtained, either immedi- 
ate or remote, with the usual standard mode of 
treatment, namely, closure of ulcer and gastro- 
enterostomy, with or without drainage, I have em- 
ployed simple closure of the perforation and jejunos- 
tomy with drainage of the cul-de-sac in my last 
five cases of acute perforated duodenal ulcer which 
were operated on during the past seventeen months. 
Of this number there was one death or a mortality 
rate of 20 per cent, and while the mortality rate, 
on first impression, would seem very little better 
than those treated by gastro-enterostomy; however, 
when one considers the type of patient represented 
in this fatality, the mortality rate does not appear 
so high. 

I am fully cognizant of the fact that the number 
of cases treated by this method represents much too 
small a series from which to draw any definite con- 
clusions; however, I feel that the results obtained 
warrant a continuation of the treatment. I also 
realize that very probably a secondary operation for 
pyloroplasty, pylorectomy or gastro-enterostomy may 
later become necessary in a number of cases treated 
by this method, but the condition we are dealing 
with is a very grave emergency and the least opera- 
tive interference possible at this time seems to me 
to be consistent with one’s better judgment. The ob- 
jective in these cases should be tiding the patient 


over the immediate emergency. Secondary compli- 
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ations can be taken care of at a more propitious 
ime. 

Quoting from Farr in an article entitled Per- 
forating Gastric and Duodenal Ulcer, ‘The argu- 
ment for gastro-enterostomy, of course, is that it 
tends to aid in the healing of the ulcer and to 
obviate a later operation for resulting stenosis. On 
the other hand, it is well known that by far the 
greater number of all perforating ulcers tend to 
heal promptly after closure and that re-perforation, 
hemorrhage and stenosis are exceptional sequelae. 
Moreover, it is difficult if not impossible to tell at 
the time of the operation whether or not stenosis 
will occur. The mere fact that it is present after 
the suturing has been done is not conclusive, as it 
is very improbable that such stenosis will persist. 
When one considers how difficult, if not impossible, 
surgeons have found the operation of pyloric occlu- 
sion, surely it can hardly be thought a few chromic 
sutures will bring about this end. 





Fig. 1.—Duodenum grasped with thumb and index finger of left 
hand and crater of ulcer being cautcrized to remove any 
lymph exudate and to freshen the edges of the crater for 
better approximation when sutures are tied, (Redrawn 
from Balfour.) 


‘To my mind, however, the strongest arguments 
against the added operation are twofold: First, the 
added immediate mortality will be considerable. 
Fven in the hands of such masters of surgical technic 
as Peck, Deaver, and the Mayos there is a certain, 
although low, mortality for gastro-enterostomy even 
in non-acute cases. Second, the end-results of gas- 
tro-enterostomy, even in the best clinics are not 100 


per cent good. When one considers that by far the 
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great majority of these acute perforations will always 
be operated upon by surgeons of much less skill and 
experience, especially in gastric surgery, it would 
seem only the part of wisdom to do the simple life- 
saving operation and await the result, with a later 
gastro-enterostomy for the small percentage of those 
requiring it. I feel sure'that I voice the feeling of 
most conservative medical men, including surgeons, 
in saying that I would not care to have a gastro- 
enterostomy done on myself if it could be avoided.” 


TECHNIC 

The technic employed was practically the same 
in each case of this series, and is as follows: A 
small, low McBurney incision is made for drainage 
of the cul-de-sac and removal of the appendix. 
The wound is partially closed around the tube to 
prevent hernia of intestine in wound. A right para- 
median incision about five inches long is made above 
the umbilicus, the ulcer exposed and the debris in 
the immediate field sponged out. No clamps or 
The 
technique of Balfour is closely followed; with the 


forceps are applied to duodenum or stomach. 


thumb and index fingers of left hand grasping the 
duodenum, the ulcer is gently retracted away from 
the posterior wall. The crater is then cauterized to 
remove any plastic exudate which may have formed. 
Three to four interrupted sutures are then intro- 
duced in the long axis of the duodenum. Linen 
was used in the first three cases, No. 1 chromic in 
the fourth, and No. 1 tanned in the fifth. Perhaps 
tanned or chromic gut is better since the danger of 
secondary ulcer is less. Two to three mattress su- 
tures of No. 1 tanned or chromic gut to infold and 
reinforce the first row of sutures are inserted to in- 
clude peritoneal and muscular coats. A piece of 
omentum from the free edge is then brought up to 
entirely cover the ulcerated area and fixed in posi- 
tion with five or six interrupted sutures of fine cat- 
gut. <A loop of jejunum about eight or ten inches 
from the duodeno-jejunal fossa is selected and rub- 
ber covered intestinal clamps applied, and a jeju- 
nostomy. described by J. Shelton Horsley, based 
on the principles of Coffey of forming a valve of 
the mucosa, is then done in the following manner: 
An incision is made with a sharp knife about two 
inches long down to the mucosa and by blunt dis- 
section a trough is formed to receive the catheter. 
A purse string suture of linen is placed at the distal 


end of the incision and the mucosa within the 
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grasp of this suture is punctured. A soft rubber 
catheter, about number twenty, French, is quickly 
inserted through the puncture and the purse string 
tied snugly. The catheter is transfixed with one 
interrupted suture of linen. The part of the catheter 
over the incision is then buried with a right angle 
suture. The clamps are then removed and _ the 
wound closed with through and through sutures of 
silkworm gut bringing the catheter out through the 
upper angle. A sterile dressing and bandage is 
applied and the catheter attached to the dressing 
with a piece of adhesive. A spring clamp is ap- 
plied to the catheter to prevent escape of jejunal 
contents. 


Post-OPERATIVE TREATMENT 


The post-operative treatment consists in elevat- 
ing the head of the bed twelve inches; 500 c.c. of 
5 per cent glucose solution is given intravenously 
stat.; 5 per cent glucose solution as proctoclysis, 
flush method; gastric lavage with warm soda solu- 
tion is given with duodenal tube every four to six 
hours for the first twenty-four hours, continuing 


if necessary. Digifoline or digitalone, 1 c.c., hypo- 


dermically, every four hours; pantopon, grs. 1/3, 
hypodermically, every four to six hours, S. O. S. 
All fluids are withheld by mouth, although there is 
no objection to moistening the lips with a sponge, 
and the patient is allowed to chew gum. Feedings 
every two hours are started through the jejunos- 
tomy tube at once. The feedings should be allowed 
to run into the tube through a funnel by gravity 
rather than introducing it by means of a syringe. 
By this method introduction of food too rapidly is 
avoided. For the first two or three days pre-digested 
beef, two ounces, in two ounces of warm water, is 
given at one feeding, and peptonized milk, four 
ounces, at the next. 
diet is allowed 
boiled custard, broth, etc., eight to ten ounces at 
a feeding. 


After this period a more liberal 





milk shakes, egg flips, cocoa, gruels, 


Water is given between feedings. The 
drainage tube is removed on the third to fifth day. 
Water is allowed by mouth in small quantities on 
the fifth day, liquids on the eighth to tenth day. 
The catheter and sutures are removed on the tenth 
to twelfth day and an ulcer diet started on the four- 
teenth day. The patient is usually allowed to sit 
‘up in bed at the beginning of the third week and 
discharged from the hospital about the end of the 
third or beginning of the fourth week. 
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CAsE REPORTS 
Case 1.—Perforated duodenal ulcer. 
three hours after perforation. 
No. 14-15-21. 
C. L. K.; white; male; age, 32; occupatir 
butcher. Was admitted to Stuart Circle Hospit 
June 27, 1926, with the following history: H 


Operati 
Hospi 


Recovery. 


been perfectly well with the exception of occasioi 
attacks of indigestion. On the night of admissi 
to the hospital he retired about 11 P. M., feeling 


perfectly well; awoke about 1 A. M., with severe 


agonizing pain in epigastric region, rapidly spread 
ing to entire abdomen, accompanied with naus«: 


and vomiting. On admission to hospital patie: 





Insert A—Interrupted sutures introduced through all 


me of duodenum and ready to tie. Main drawing—The 
interrupted sutures have been tied. The mattress sutures 
have been inserted and are ready to tie. Insert B—Com- 
pleted operation; Omentum implanted over site of closure. 
(Redrawn from Balfour.) 
was still having severe abdominal pain and there 
was board-like rigidity of the abdomen, although 
he had had morphine, grs. 14, one hour before. 
Blood count 15,800; polys 86. A diagnosis of, 
first, pancreatitis; second, perforated duodenal! 
ulcer; third, fulminating post-cecal appendicitis, 
was made. Under general anesthesia a low McBur- 
ney incision was made. On opening the peritoneal 
cavity a large quantity of duodenal contents was 
liberated. The appendix showed some adhesions 
and was markedly congested. It was quickly re- 
moved and a soft rubber tube inserted in the cul- 
de-sac. A right para-median incision was then 
made above the umbilicus and a perforated ulcer of 
the duodenum exposed about 14 inch in diameter. 
The technic previously described was employed. 


He left the table in good shape, recovery was un- 
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‘ventful, and he left the hospital in good condition 
twenty-three days after operation. 


Case 2.—Perforated duodenal ulcer. Operation 


twenty-five hours after perforation. Recovery. Hos- 
pital No. 21-58-3. 

A. W. S.; white; male; age, 54; farmer. Was 
admitted to Retreat Hospital May 19, 1927, with 


the following history: He had been in usual good 
health with the exception of occasional attacks of 
indigestion and heartburn until four days ago when 
he began to have a gnawing pain in the epigas- 
trium accompanied with nausea. About twenty-four 
hours before admission to hospital was ploughing; 


had severe griping pain in pit of stomach, feit 





Insert A—The incision is made through the peritoneal 
and muscular coats down to the submucosa of the jejunum, 


Fig. 3.- 


at the distal end of the incision a purse-string suture is 
inserted and a soft rubber catheter introduced into bowel 
through a puncture in the mucosa within the grasp of the 
purse-string suture, the purse-string suture being tied snugly 
about the catheter. One interrupted suture to fix catheter 
in position, another partial purse-string suture to invert pre- 
vious one and to cover knots of both purse-string and inter- 
rupted sutures. Main drawing—The partial purse-string 
suture is tied, the short end cut and the suture continued 
as a right-angle suture to bury that part of the catheter 
lying in the incision. Insert B—The jejunostomy has been 
completed. Usually there is no leaking of jejunal] contents 
when the catheter is withdrawn, due to the valve forma- 
tion of the mucosa. (Redrawn from Horsley.) 


Went 


some 


weak and fainty, and vomited for first time. 
to bed, but felt better in little while. Had 
pain during the night and worse next morning. 
Sent for doctor who advised going to hospital at 
once. On admission to hospital the abdomen was 
beard-like in rigidity; patient had anxious expres- 
sion on face, and showed all signs of general peri- 
tonitis. Blood count 12,000; polys 90. 
nosis of perforated duodenal ulcer was made. 


A diag- 
Un- 
der general anesthesia a low McBurney invision 


was made. On opening the peritoneal cavity a 
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quantity of duodenal contents with much peritoneal 
fluid was liberated. The appendix was congested 
and rather tense. It was removed and a soft rubber 
tube inserted in the cul-de-sac. 

A right para-median incision was made above 
the umbilicus and a perforated ulcer of the duo- 
3 inch 


denum was exposed. The crater was about 1 


in diameter. There was a large quantity of lymph 
the The 
The patient's condition was 


exudate in the region of ulcer. usual 
technic was employed. 
poor on leaving the table and rather critical for 
After that the 


uneventful and he left the hospital twenty-four days 


the first five days. recovery was 


after operation. 


Case 3.-—Perforated duodenal ulcer. Operation 


twelve hours after perforation. Recovery. Hospital 
+ ~ « 
No. 21654. 

P. P.; colored; male; age, 18; farmer. Was ad- 


mitted to Retreat Hospital May 31, 1927, with the 
following history: Had been in usual good health 
ab- 


the 


until one week Began to have pain in 


the 


ago. 


domen to the right of and in region of 


umbilicus. Took salts and had several bowel move- 
ments but gave no relief. Kept up and about his 
work, Early in the morning on day of admission 
to hospital after he had eaten breakfast was seized 
with severe pain in lower right abdomen, was 
On 
admission to hospital, patient appeared acutely ill 
Soard-like 
maximum 


Blood 


A diagnosis of gangrenous 


nauseated, but has not vomited during illness. 


with symptoms of general peritonitis. 


rigidity of abdomen was present with 
point of tenderness at McBurney’s point. 
count 17,000; polys 88. 
appendicitis, ruptured and general peritonitis was 
made. Under general anesthesia a low McBurney 
incision was made, and on opening the peritoneal 
cavity a large quantity of duodenal contents with 


The 


appendix was practically negative with the excep- 


particles of undigested food was liberated. 
tion of secondary congestion. It was removed and 
a soft rubber tube inserted in the cul-de-sac. A 
right para-median incision above the umbilicus was 
made and a perforated ulcer of the duodenum was 
exposed about ¥4 inch in diameter. ‘The usual 
The patient left the table 
Recovery was uneventful with the 


technic was employed. 
in fair shape. 
exception of vomiting his food a few times when 
soft diet was started on the tenth day. He left the 
hospital in good condition on the twenty-second day 


after operation. 
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Operation 
Hospital 


Case 4.—Perforated duodenal uicer. 
six hours after perforation. Recovery. 
No. 12. 

R. T. K.; white; male; age, 33; street sweeper. 
Was admitted to Memorial Hospital August 10, 
1927, with the following history: Had had vague 
abdominal pain for past year, but was able to work 
until the middle of June, when he quit work for 
six weeks and took some treatment. Returned to 
work the latter part of July but still had vague 
abdominal pain practically all the time. Food and 
soda gave some relief at times but not always. Late 
in afternoon on day of admission to hospital was 
seized with severe cramp-like pain in right upper 
abdomen, accompanied with nausea, vomiting, and 
thirst; drank large amount of water, but pain grew 
worse and seemed to spread over abdomen; removed 
to hospital later in night. On admission to hos- 
pital the patient appeared acutely ill and showed 
evidence of a moderate amount of shock and signs 
of general peritonitis. Board-like rigidity of ab- 
domen was present; maximum point of pain and 
tenderness in right upper quadrant. Blood count 
17,200; polys 82. A diagnosis of perforated duo- 
denal ulcer was made. Under general anesthesia 
a low McBurney incision was made, and on open- 
ing the peritoneal cavity a large quantity of water 
was liberated, apparently two or three pints mixed 
with duodenal contents. The appendix was of the 

It was removed and a 
A right 


chronic obliterative type. 
soft rubber tube inserted in the cul-de-sac. 
para-median incision was made above the umbilicus 
and a perforated duodenal ulcer was exposed about 
1/3 inch in diameter. There was a good deal of 
induration the perforation. The usual 
technic was employed. He left the table in fair 
He was dis- 


around 


shape and recovery was uneventful. 

charged from the hospital in good condition twenty- 

two days after operation. 

Operation 
Hospital 


Case 5.—Perforated duodenal ulcer. 
seven hours after perforation. Death. 
No. 152243. 

C. M. S.; white; male, age, 55; foreman steel 
construction. Was admitted to Stuart Circle Hos- 
pital August 13, 1927, with the following history: 
Had been a rather heavy drinker all life, and had 
not been well for several weeks. Had been under 
treatment for neuritis and heart trouble; had suf- 
fered with indigestion and heartburn at times but 
not enough to give any unusual amount of discom- 
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fort. Early in morning on day of admission to hos 
pital began to have severe cramp-like pain in uppe 
abdomen, which felt like it was cutting his breat 
off. It grew worse and seemed to spread over th 
the entire abdomen accompanied with mark« 
nausea and some vomiting. On admission to ho: 
pital, the patient appeared extremely ill and showe:. 
signs of marked shock; pulse rate rapid and hea: 
action poor. He was given active stimulation b 
fore operation. Board-like rigidity of the abdomen 
was present, with maximum point of pain and ten- 
derness in upper right quadrant. Blood count 
18,000; polys 90. A diagnosis of perforated duo- 
denal ulcer with general peritonitis was made. Un- 
der general anesthesia a low McBurney incision was 
rapidly made. On opening the peritoneal cavity a 
large quantity of duodenal contents with undigested 
food was liberated. The appendix was found prac- 
tically normal and was not removed. A soft rub- 
ber tube was inserted in the cul-de-sac. A right 
para-median incision above the umbilicus was made 
and a perforated ulcer of the duodenum was ex- 
posed about 1/3 inch in diameter. The usual technic 
was employed. The patient left the table in des- 





Fig. 4.—Shows cross section of jejunostomy based on the prin- 
ciple of Coffey, Note only a small part of the peritoneal 
coat comes in contact with the tube. (b)—Shows cross sec- 
tion of jejunostomy by the Witzel method, the one most 
commonly used, where the tube is completely surrounded 
by the peritoneal coat, causing a marked reduction in the 
lumen of the bowel as well as the formation of a _ rigid 
canal which may result in a permanent fistula. (c)—Shows 
sagittal section of jejunostomy based on the Coffey prin- 
ciple. Note the valve-like formation of the mucous mem- 
brane. (Redrawn from Horsley.) 


perate condition and still showed signs of marked 
shock twenty-four hours later. He seemed some- 
what improved on the third day, but expression and 
heart action still bad and marked amount of dis- 


tention. The distention increased and an enteros- 
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my was done on the morning of the seventh day 
ut gave no- relief, and he died late that afternoon. 


CONCLUSIONS 

1. Perforation of a duodenal ulcer is one of the 
ravest emergencies in abdominal surgery. 

2. Statistics show that the mortality rate is in 
direct ratio to the time allowed to elapse prior to 
operation. The lowest rate is 6 per cent within 
twelve hours, 60 per cent after twelve and before 
twenty-four hours, and 100 per cent after forty- 
eight hours. 

3. The operative procedure should be simple, 
quick, and accompanied by as little manipulation 
of intra-abdominal contents as possible. 

4. There is a certain mortality rate for gastro- 
enterostomy in non-acute cases. Naturally there 
should be a sharp rise in the rate when employed 
for acute perforated duodenal ulcer. 

5. It would seem that simple closure and jejunos- 
tomy was drainage of the cul-de-sac is the safest 
operative procedure. 

6. A secondary operation for pyloroplasty, pylo- 
rectomy or gastro-enterostomy may be necessary in 
a small percentage of cases. 

7. I feel that the results obtained with simple 
closure of the perforation and jejunostomy, warrant 
a continuation of the treatment, although the num- 


ber of cases treated is small. 
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ABSTRACT OF DISCUSSION 
Dr. J. SHELTON Horsey: Saving four out of five 
patients with perforated duodenal ulcers is a very good 
record, taking them as successive cases as they come. 
Too often cases are neglected, which makes it difficult 


for the surgeon to obtain successful results. 


I agree with Dr. Brinkley that usually a_ posterior 
gastro-enterostomy should not be done in these 
not only because of the unfavorable results of posterior 
gastro-enterostomy when the pylorus is open, but be- 
cause it tends to spread infectious material which might 
be limited to the neighborhood of the duodenum, to the 
lesser peritoneal cavity and to the tissues around the 
root of the mesocolon. 


cases, 


I feel, however, that in many 
cases of perforation of duodenal ulcer in which the 
ulcer is limited and the perforation as usual occurred 
in the first inch of the duodenum, the physiologic pyloro- 
plasty which I have been doing for a good many years 
may be adopted with satisfactory results. This consists 
of excising the ulcer and extending the incision through 
the pylorus and the pyloric end of the stomach for about 
one and a half inches. 
care not to put any sutures in the mucosa of the pyloric 


The wound is sutured, taking 


portion of the stomach, and seeing that the incision in 
the stomach was at least twice as long as the incision 
in the duodenum. 
excised 


In this way not only is the ulcer 
the 
spasm from the pyloric canal and the pyloric sphincter 
is avoided by dividing these structures. In other words, 
physiologic rest is given, much as in fissure in ano. 
The patient should have gastric lavage every six to 
eight hours for several days afterward. If this were 
done it would seem unnecessary to do a jejunostomy. 


but potential obstruction is avoided and 


I have done a total of seventy-three pyloroplasties 
after this method. In the first twelve there were three 
deaths, which have been discussed elsewhere. T'wo of 
these deaths at least were due to errors in judgment and 
technical errors which I think should not have occurred 
and would not occur now. The other was also an error 
in estimating the function of the patient's kidneys. Since 
these first twelve cases, I have done sixty-one consecu- 
tive pyloroplasties to the present date without a death. 
Of this number only one was for acute perforation. 

As for the technic for enterostomy as shown by Dr. 
Brinkley, I think it is very satisfactory. This is the 
technic which I have worked out. It is based on the 
principle of Coffey, and was published in Horsley’s 
“Operative Surgery,” in 1921, and in other publications. 
The oblique enterostomy might be done later on if it 
appeared necessary, but the attaching of the upper part 
of the jejunum to the abdominal wall unless there is 
distinct indication for doing so might result in subse- 
quent adhesions and complications. 


Dr. BRINKLEY: I want to thank Dr. Horsley very much 
for discussing my paper. As stated before, the number 
of cases treated by this method is entirely too small to 
draw any definite conclusions. Dr. Horsley stated that 


he felt that in many cases of perforation his pyloroplasty 
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might be adopted with satisfactory results. I think Dr. 
Hoisley’s pyloroplasty is an admirable operation in cer- 
tain types of pathology in or near the pylorus and I 
have employed it many times, but I do not believe this 
or any other type of pyloroplasty is ever indicated in 
the acute perforating type of duodenal ulcer. In the 
majority of cases nature has been kind enough to throw 
a barrier around the perforating crater of the ulcer and 
it seems to me that any extensive surgery in this area 
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is absolutely contra-indicated. It would seem that D: 
Horsley has found this to be the case since out of 
series of seventy-three pyloroplasties, he has only don 
one for acute perforation. As for the complication 
which might arise from the jejunostomy high up in th 
jejunum, I feel that the immediate benefit to be derive: 
from this method of procedure, reference to which wa 
discussed in the paper, will far over-shadow any remot 
complication which might occur. 





AMAUROTIC FAMILY IDIOCY—THREE CASE REPORTS. 


G. B. ARNoLpD, M. D., 
D. L. HarrExt, Jr., M. D., 
and 
H. L. Ritey, Jr., M. D. 
Colony, Va. 


According to Wechsler, amaurotic family idiocy 
is a slowly progressive, often familial, probably 
congenital, fatal disease occurring in infants. It is 
characterized by gradual impairment of vision, lead- 
ing to complete blindness; by progressive mental im- 
pairment, terminating in idiocy; and by ultimate 
paralysis of the body and limbs. 

The cause is unknown. It is assumed, and prob- 
ably correctly, to be a disease of infants whose nerv- 
ous system is congenitally defective. In many, but 
not all cases, consanguinity seems to play a definite 
role. The disease seems to be more common in 
Polish-Jews, but is not rare in Hebrews of other 
nations, and may occur in non-Jews. Two or more 
children in one family are not infrequently affected, 
but the same parents may have other healthy chil- 
dren. Schaffer is of the opinion that the disease 
shows definite germ layer and special system and 
segment selectivity. 

The juvenile form of amaurotic family idiocy de- 
scribed by Spielmeyer bears close resemblance to the 
infantile type. It occurs in older children, between 
the ages of six and twelve years. It also termi- 
nates in blindness and death usually within two 
years from the date of onset, but there are no 
changes in the macula lutea, though there is optic 
atrophy. 

Pathology.—This disease involves only tissues de- 
rived from ectoderm, viz., nervous tissue. Winkel- 


man’s description of pathology refers to the brain 
as being larger than normal, and extremely hard, 
as if it had been hardened in formaldehyde for 
weeks. There was a great variation in the size of 
the convolutions; a definite thickening of pia- 
arachnoid resulting from edema, plus fibroblastic 
proliferations in meshes of which were occasional 
macrophages but no inflammatory elements. The 
cortex showed involvement of every ganglion cell. 
There was a peculiar swelling of cell body so that 
it resembled a balloon. There was disappearance 
of normal Nissl’s bodies in cells with later accumu- 
lations, around nucleus, of dust-like particles rep- 
resenting remains of stainable substance. The rest 
of the cell body showed meshwork in spaces of 
which lipoid substance could be demonstrated. The 
nucleus was gradually displaced toward periphery; 
it showed little change in itself. Neurofibrilla were 
present around margins of the cells. Phagocytic 
cells were abundant in intercellular tissues, as were 
proliferations of fibers from astrocytes. The blood 
vessels appeared to have undergone little change. 
This type of pathology was found throughout the 
ganglion cells of entire central nervous system. 
Symptoms.—Usually patients are born of healthy 
parents and are themselves healthy at first. In 
the infantile type they do well and develop normally 
until up to about six months of age (up until six 
or seven years of age in the juvenile form); then it 
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; noticed that the baby is not doing well. The 
aby takes less food and stops gaining. Both men- 


il and physical development is interrupted; retro- 
ression ensues. He who could hold up his head, 
r sit alone, soon loses ability to do these things, 
nd becomes helpless. Idiocy develops. The 
auscles of the extremities and trunk become use- 
ess, spastic or flaccid. The reflexes may be in- 
creased, diminished, or absent. Vision becomes im- 
paired, and blindness finally ensues. Ophthal- 
moscopic examination reveals a characteristic cherry- 
red spot in the region of the macula in the infan- 
tile form and, later, optic atrophy. Nystagmus and 
strabismus may occur and hyperacusis is common. 
Marked wasting away takes place and finally death 
occurs. 

Diagnosis ——This depends upon the patient’s his- 
tory, on the finding of the eye grounds, the patient’s 
appearance, and more especially his gait. The main 
criterion between infantile and juvenile family 
amaurotic idiocy is the difference in age at the on- 
set of the disease and the fact that the infantile 
form, in practically every case that has been re- 
ported, has occurred in Hebrews, and more especi- 
ally Polish-Hebrews, whereas the juvenile type 
shows no racial preference and the patient is gen- 
erally six years of age or older at time of the onset 
of the disease, the child having apparently been 
normal up to the time of the onset of the disease. 

Prognosis—Prognosis in the infantile type is, of 
course, always fatal. In the juvenile type it is gen- 
erally fatal within two years; however, some cases 
In 


the three cases we are reporting, the disease has been 


may live a good many years longer than this. 


in progress for approximately six years, four years, 
and several months, respectively. 

Treatment.—There is no known cure for these 
cases. The only thing that can be done is to treat 
the symptoms until the child finally dies. 

A review of the literature on this condition shows 
there have been several hundred cases reported. 
Most of these cases have been of the infantile type, 
there being relatively few of the juvenile type. . For 
this reason we are reporting these three cases. 

On October 26, 1934, from one 
family were admitted to this institution. A_ boy, 
Willard D., aged 13 years; a girl, Alma D., aged 
On the routine examination a tentative 


two children 


11 years. 
diagnosis of amaurotic family idiocy was made. Af- 
ter a search through the literature, a definite diag- 
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nosis of amaurotic family idiocy of the juvenile type 
was made. Since that time we have had the privi- 
lege of seeing a third member of this family, a boy, 
aged about 7 years, and the same diagnosis was made 
in his case. 
Family History: 
and there is no Jewish blood in the family as far 
as they know. The patients’ mother and father are 
not related; they state that with the exception of 
one uncle, who was insane, and who was confined 
in the Western State Hospital, there has been no 
insanity, feeble-mindedness, epilepsy or alcoholism 


Patients forbears are gentiles 


in the family. From our observation, we are forced 
to conclude that the mother and father are unques- 
tionably feeble-minded. 
Case 1.—History: 
healthy and mentally normal child until she was 
7 or 8 years of age, at which time she began to go 


She is said to have been a 


blind and began to deteriorate rapidly mentally. 
Two years later she developed epilepsy. She is 
now 11 years, 8 months, of age. 

Psychological: The patient now has a mental 
age of approximately two years. 
The patient 
such commands as “stick tongue out; touch eye, 
The patient mumbled continually, but 
only a few words could be understood. Patient 


Physical Examination: executes 


nose, etc.” 


was very uncooperative; kept extremities in almost 
constant motion. The patient is unable to walk 
without assistance; she walks with a shuffling, cau- 
tious gait, taking very short steps and keeping her 
legs widespread; she does not flex her legs at the 
She will not stand alone with- 
out assistance, but either falls or sits down. 


knee while walking. 

Vision: The patient is blind. She probably can- 
not distinguish between light and dark. 
The discs are pearly white with a dark margin. 


Fundi: 
The 
entire retina has an abnormally dull appearance 
suggestive of minute deposits of pigment, varying 
There is a 
variable squint, probably due to blindness. There 
The tongue protrudes in the 


in size. No cherry-red spot was seen. 
is no facial paralysis. 
midline. There was a suggestive hyperacusis. There 
is slight muscular atrophy in the legs, probably due 
to lack of use. The legs are held spastic, but can 
be flexed to full extent. 

The patient was very much upset and very irri- 
table for some time after her admission, but she is 
now getting along much better. The patient has 
had numerous petit mal epileptic seizures, but none 
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of the grand mal type. She has gained considerable 
weight-since her admission to the Colony. 


REFLEXES 

Right Left 
NO Sac cacerais amnesia Sinden ics N N 
rere N N 
Abdominals ___--_----- N N 
Patellars —............. +++ +4+4 
I orice Secitlsh nse ncccereta N N 
Ankle Clonus _---------§ =o ++ +4 
Oppenheim _----------—§ ++ ++ 
Babinski ____- o ++ +4 
Chaawiek ~............ — — 


Legend: N=Normal. 

+=Degree of Hyperactivity. 

—=Absence of Reflex. 

Diagnosis: Amaurotic family idiocy accompanied 
by idiopathic epilepsy. 

Case 2.—Willard D., 13 years and 7 months of 
age. History: He is said to have been a healthy 
and normal child until he was about six years of 
age, at which time he began to lose his sight and 
mental deterioration began. He developed epilepsy 
when he was six. 

Psychological: The patient’s mental age is now 
approximately one and one-half years. 

Physical Examination: The patient is very 
poorly developed. During examination he was very 
uncooperative; he kept his arms in almost continual 
motion. He mumbled a great deal to himself, but 
made no intelligible sounds. He is unable to walk 
at all. A totally satisfactory physical examination 
could not be made due to the patient’s very poor 
mentality. Apparently hyperacusis is present. 
Vision: The patient is totally blind. There appears 
to be profuse pigmentation in the retina of both 
eyes. No cherry-red spot was seen in the macula. 
Marked ptosis present. The legs are apparently 
totally paralyzed; the patient makes no effort to use 
them. There is extensive muscular atrophy in both 
arms and legs. 


{ Octob: 
REFLEXES 

Right Lef+ 
Mews... CC +4 
(SOO. -}--4. 
Abdominal ____----_-- . +t ++ 
Patellars ______________ T+ +H 
0 ae N N 
Ankle Clonus —~_-------- — _ 
Oppenheim __----_----- N N 
eee N N 
Chadwick ____-__--____ — — 


The patient, as a result of numerous grand ma 
epileptic seizures, deteriorated rapidly both physi 
cally and mentally. He was removed from thi 
Colony, against the advice of the staff, on Decem 
ber 20, 1934. 

Diagnosis: Amaurotic family idiocy—with idio 
pathic epilepsy. 

Case 3—Frank D., about 7 years of age. His- 
tory: According to his parents, he developed in 
normal fashion until he was six years of age. Then 
he became gradually blind and underwent mental 
deterioration. He is probably to be regarded as 
having been an imbecile for about twelve months. 


We were unable to secure a physical examina- 
tion on this boy, although he was seen several times 
with his parents at the Colony while visiting his 
brother and sister. He appeared to be in good phy- 
sical health, about as well developed physically as 
the average boy of his age. He was extremely ac 
tive and appeared to be very happy. In running 
about, while playing, he frequently bumped into ob- 


. jects, as the result of impairment of vision. When 


he attempted to pick up anything his loss of vision 
was obvious. Unfortunately, we had no opportunity 
to examine his eye-grounds. 

Since the above was written we have been in- 
formed that Willard D. died at his home, while on 
parole from the institution, on January 27, 1935. 





MULTIPLE BLADDER STONES WITH UNUSUAL SYMPTOMS— 
CASE REPORT.* 





T. B. WasnHinctTon, M. D., 
Richmond, Va. 





In presenting this case I shall describe briefly 
the history and management of the case, and then 
draw a few conclusions, all of which I hope will 





*Read at a clinical meeting of the Richmond Academy 
of Medicine. 


prove of some interest to the general practitioner 
and the diagnostician as well as the urologist. 

Mr. J. W. S., white, male, laundryman, aged 47, 
first consulted me on March 10, 1930. His chief 
complaint was of a sticking pain in the region of 
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\is rectum and he volunteered the information that 
1e had prostate gland trouble. He stated that this 
ain had annoyed him for the past five years and 
was growing gradually worse. There was no fre- 
juency or urgency of urination, no dysuria and no 
nocturia, but his urinary stream was somewhat 
There were no other symptoms referable 
He stated that when he was 


sluggish. 
to rectal pathology. 
first taken with this pain five years previously there 
was associated with it some burning urination which 
cleared up under medication prescribed by his 
family physician. After tolerating this rectal dis- 
comfort for several months he went to a surgeon who 
examined his rectum and prescribed ointment which 
effected no relief. Failing ultimately to experience 
benefit from this surgeon, he next consulted a proc- 
tologist who told him there was nothing wrong with 
his rectum, and referred him to a genito-urinary 
specialist for investigation of his prostrate gland 
as a possible cause of his trouble. 

After receiving prostatic massage over a period of 
a year without benefit he presented himself at my 
office with the plea that I cure his prostate gland 
and relieve his pain. 

Examination at this time revealed a small nodu- 
lar prostate from which a moderately purulent se- 
cretion was expressed. He voided a large quantity 
of urine which was negative on examination except 
for alkalinity. It was evident that the patient did 
have a chronic non-specific prostatitis; therefore, I 
set to work to treat this condition with diathermy, 
non-specific protein therapy and massage. As he 
was no better after two weeks of this, I next cau- 
terized several small areas of granulations in his 
deep urethra through a urethroscope. This was the 
only pathology found in his posterior urethra and 
the cauterization had no effect on his rectal pain. 

Since, as a result of my efforts, the patient had 
grown somewhat worse instead of better, I ques- 
tioned him more carefully regarding his pain and 
elicited the fact that he suffered a great deal more 
while walking than while at rest, and that when 
lying down he was comiortable. He stated that if 
something wasn’t done he would have to quit his 
job which kept him constantly on his feet. Having 
obtained this information, the idea occurred to me 
that probably my patient had bladder or prostatic 
calculi, and I had him X-rayed immediately. These 
suspicions were confirmed by the flat plate which 
showed four large, spheroidal calculi in the bladder. 


VIRGINIA MeEpIcAL MONTHLY 


Ge 
~I 
wm 


No sales talk was necessary to persuade the pa- 
tient to have these stones removed. On admission 
to the hospital, a test for residual urine 
ozs. His laboratory tests were normal except for 
an N.P.N. of 42 mgs. 
carried out and four hard spheriodal, smooth, white 
The 


There was no 


showed 6 
Suprapubic cystotomy was 


stones the size of large limes were removed. 
bladder was atonic and sacculated. 
protusion of the prostate into the bladder but there 
appeared to be a definite median bar formation at 
the inferior portion of the bladder neck. It was 
decided to remove this obstruction with a punch be- 
fore the patient left the hospital. Following the 
cystotomy, convalescence was good and the patient 
left the hospital in two weeks, preferring to return 
for the punch operation. 

At the expiration of two more weeks he was re- 
admitted for the removal 
Upon looking into the bladder several small white 
irregular concretions which had formed in the short 


of his bar obstruction. 


space of four weeks were seen. These were removed 
with a cystoscopic ronguer and then the punch 
operation was performed, using the Day prostatic 
punch. Four average size pieces of tissue were re- 
moved from the bar. The bleeding was readily con- 
trolled and the patient returned to bed after tying 
in an indwelling catheter. There were no immedi- 
ate post-operative complications and the patient, 
voiding a forcible stream, left the hospital on the 
third day following the operation. Things went 
well until the tenth post-operative day when he 
passed a small stone, which was evidently over- 
looked prior to the punch operation and which then 
began to cause profuse bleeding into his bladder. 
He was hospitalized again and the bladder freed 
of clots by aspiration and lavage through a large 
catheter which was fixed in the urethra. Feeling 
that all was well, I left town over night but upon 
my return the next day I found hemorrhage had 
recurred, the bladder was badly distended, and the 
patient was in shock. All efforts to empty the 
bladder of clots through the urethra were futile; 
hence, suprapubic cystotomy was resorted to, the 
bladder emptied of a large amount of clotted blood 
and a tube stitched in for drainage. The bleeding 
point had stopped when the bladder was opened 
In 


seventeen days the patient went home voiding prac- 


and there was no subsequent hemorrhage. 


tically all of his urine. 
As there were no other complications he improved 
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rapidly. He was kept on acidifying agents and 
bladder irrigations until his urine was clear, and 
in a month he returned to his work in comfort. 

In response to my request, he came to my office 
on August 11, 1933—three and a half years after 
He stated he had had no return of 
There 


his first visit. 
his pain and that he had felt perfectly well. 
was a residuum of only one-half ounce. His urinary 
stream was of good force and his urine was acid and 


showed only an occasional pus cell. 





X-ray photograph shows four large bladder calculi. 
It seems to me that certain definite lessons can 
be learned First, it 
demonstrates that extensive bladder calculosis can 


from the facts in this case: 


occur without the existence of any of the symptoms 
such as frequency, urgency, tenesmus, pus and blood 
in the urine, etc., which we usually attribute to this 
condition. Second, it emphasizes the importance of 
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a careful history and a thorough and complete ex- 
amination. Third, it shows how we can be misled 
by directing all of cur energies toward the eradica- 
tion of one pathological process which we have dis- 
covered while there is co-existing pathology which 
is actually producing the symptoms. Carelessness 
and incompleteness in the study of a case are re- 
sponsible for many more of our mistakes than is 
ignorance. This lack of careful, alert and patient 
consideration of an individual's ills often leads to 
a lack of confidence in us as physicians and causes 
the patient to stray into unscientific paths, and to 
seek solace in irregular cults. It behooves us to give 
our patients the benefit of more study and more con- 
sultations in order to speed up the making of ac- 
curate diagnoses. 

Just a word regarding the management of blad- 
der calculi. Whether we adhere to the old theory 
of the formation of urinary tract calculi that some 
adventitious substance is necessary as a nucleus, or 
whether we accept some of the newer views such 
as the specific streptococcus theory of Rosenow and 
Meisser or the Vitamin A deficiency theory, I be- 
lieve it is true that all primary bladder stones re- 
sult either from obstruction or chronic infection or 
from both of these factors existing together. ‘There- 
fore, in order to effect a cure, obstructive lesions 
such as bladder neck blockage and stricture if they 
exist must be corrected. If chronic cystitis is the 
precursor of stone it must ve combated with due 
consideration of upper urinary tract infection and 
remote focal infection, particularly of the teeth, as 
a cause of the cystitis. 


407 West Grace Street. 





ANAL FISSURE AND ITS NON-OPERATIVE TREATMENT. 


MAURICE SILBERMANN, M. D., 
Boston, Mass. 
Assistant Proctologist Beth-Israel Hospital; Assistant Proctologist Boston Dispensary 


INTRODUCTION 
Anal fissure, though small in calibre, is very 
large in the measure of pain and suffering which 
it inflicts, and it may be said that it is almost the 
most disturbing of all the common pathological con- 
ditions which attack the rectum and anus, and for 
which the patient is forced to seek medical advice. 


DEFINITION 
An anal fissure is a split in the wall of the anal 
canal, characterized by acute pain and paroxysmal 
contractions of the sphincter and levator ani muscles 
during and after each bowel movement. 
At the outer end of the fissure the mucous mem- 
brane or the mucocutaneous border is frequently 
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lematous and hypertrophied, resembling a skin tab. 
his is called a “sentinel pile.” 

Many authorities, Buie,Rankin and Drueck among 
em, term anal fissure an infectious condition of 
ie anus. It seems to me that this term is based 
rgely upon the end-result and should be applied 
nly to the final pathology. Particularly so, since 
e know that the lesion is primarily only a mere 
plit in the mucosa, or mucosa and musculature, of 
he anus, and the symptoms at that stage do not 
liffer very much from those which the patient ex- 
periences in the final, infectious stage. 

2TIOLOGY 

The causes of anal fissure are: traumatism, either 
within or from without; inflammatory conditions in 
the rectum and anus, such as abscess, proctitis, 
papillitis, cryptitis, combined hemorrhoids, etc.; con- 
stitutional diseases, such as tuberculosis and lues; 
foreign bodies in the anal canal, and constipation. 
In regard to the last cause, there is a difference of 
opinion. Some place constipation as the paramount 
Others claim that it is secondary to fissure. 
A con- 


one. 
My opinion is that both parties are right. 
stipated bowel movement may produce a fissure, but, 
on the other hand, a fissure will cause constipa- 
tion, because the patient has a fear of defecation 


and a resulting spasticity of the sphincters. 


SEATS OF PREDILECTION 

The seats of predilection for fissures are the com- 
missures, especially the posterior one. This can be 
explained by the fact that the posterior portions of 
the rectum and anus, particularly on account of 
attachment to the sacrum and coccyx, exert more 
force and resistance than does the anterior one. In 
multiparous women, because of the thinness of the 
recto-vaginal the 
often the seat of trouble. 

Fissures are, as a rule, single, but they may be 


septum, anterior commissure is 


multiple. 

Females are more subject to this pathological 
condition than males. Unmarried women, in the 
opinion of some authorities, are more prone to it 
than married ones. Children, according to Yeo- 


mans, are sufferers in a fair percentage of cases. 
CLASSIFICATION 
Anal fissure is classified by most proctologists, 
according to the stage it is in, as (a) acute, (b) 


indurated, and (c) ulcerated. I should like to sug- 
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gest a secondary classification, which may serve as 
a key to enable the physician at large and the 
younger proctologists as a group to institute the 
proper treatment in the proper stage. My suggested 
classification would be (a) acute, or obedient; (b) 
indurated, or angry; (c) ulcerated, or stubborn. 
Perhaps the last paragraph demands some ex- 
planation. As physicians we know that, when a 
patient presents himself with an anal fissure, we, 
immediately, in our mind, begin to group or classify 
the pathology so as to be in a position to treat it 
With 


the proposed classification in mind, all that one 


correctly and to advise the patient properly. 


has to do is to determine the stage, and the treat- 
ment will then naturally follow. For example, the 
acute fissure is obedient. This means that it will 
take treatment at any time, will respond to it, and 
be satisfied. The indurated one is angry. It is 
unwilling to be disturbed, and resents treatment, 
but, after some coaxing, some persuading (prepara- 
tion in medical terms), the angry mood will grad- 
ually subside, and it will then take the medication 
The fissure is 
You cannot “reason” with it. It has to be dealt 
What that force comprises will be 


satisfactorily. ulcerated stubborn. 
with by force. 
mentioned later. 


SYMPTOMS 

The symptoms of anal fissure are (a) pain, vary- 
ing from a mere soreness or a burning feeling to 
sharp, lanciating stabs, lasting from minutes to long 
hours after defecation; (b) bleeding, from slight 
stains to such a considerable amount as to actually 
frighten the patient, and (c) fear of defecation. 
If the fissure is situated between the sphincters, the 
patient may experience a sharp pain in the rectum, 
radiating up to the sacrum. 

The pain of anal fissure is caused by the stretch- 
ing of the wound during the process of defecation. 
Nature, in her efforts to protect the tender spot, 
brings about spasmodic contractions of the sphincter 
muscles, which are supplied with numerous branches 
of the pudic nerve. With each effort on the pa- 
tient’s part to expel fecal matter, the sphincter 
muscles respond with contractions, compressing the 
highly sensitive nerve filaments exposed in the base 
or edges of the fissure. Thus, a vicious circle is 
established. 


DIAGNOsIS 
Anal fissure needs to be differentiated from proc- 
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titis, abscess, cryptitis, combined hemorrhoids, etc. 
A carefully taken history plus a good exposure of 
the anal field will establish the diagnosis. 


TREATMENT 


The treatment of anal fissure medicinally is as 
old as fissure itself. Drugs and remedies such as 
silver nitrate, copper sulphate, alum, any form of 
caustics, balsam of Peru, ichthyol, scarlet red, to- 
bacco leaves, and even spider webbings—not to men- 
tion that mysterious mode of treatment where 
“Medicine Men” pray to the good spirits to con- 
quer the evil ones—were, and still are, used by the 
profession. Nevertheless, none can conscientiously 
claim a cure, unless the fissure is superficial, in 
which case it may be considered as a simple abras- 
ion. And, as a matter of fact, a fissure in this 
state can be cured by mere sitz-baths and bowel 
lubrication. 

The pioneer of the non-operative, curative treat- 
ment of anal fissure, and the one to whom credit 
is due according to the literature, is Alvis Graham, 
of Indianapolis. In 1924, it occurred to him to 
treat fissures with a 5 per cent solution of quinine 
and urea hydrochloride, and in the same year he 
reported thirty cases with twenty-seven cures. In 
1926, before the American Proctologic Society, he 
reported 128 cases with 93 per cent cures. 

Yeomans, in his splendid book on proctology, 
praises this mode of treatment, to which he him- 
self adheres, and takes the view that it is possible 
to effect a cure in 77 per cent of cases, mostly of 
an acute nature. 

The technique used is as follows: The patient 
assumes the lateral position, properly exposed and 
the field properly lighted. The area is sterilized 
either with 5 per cent mercurochrome, tincture of 
iodine, or alcohol. A fresh solution of the quinine 
and urea hydrochloride is placed in an ordinary 
syringe. The needle, which should be fine, punc- 
tures the skin just below the lower border of the 
fissure, and, as it is slowly advanced underneath 
the fissure, a total of 1 c.c. of the solution is in- 
jected. 

It must be remembered that the injection is very 
painful and, therefore, has to be done quickly in 
order not to discourage the patient from further 
visits, because, if one injection is not effective, the 
treatment has to be repeated. 

This treatment somehow has not aroused the en- 
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thusiasm of the profession at large. In fact, it was 
dormant during the period between 1926 and 1929. 
In this country it was used only by a few men— 
Graham, Yeomans and Drueck. In Europe it was 
not used at all. 

In 1929, Bensaude, Cain and Lievre, in Paris, 
began using it in the same percentage and with the 
same technique, as Graham; and in the beginning 
of 1930, before the Medical Society in Paris, they 
reported twenty-seven cases with nineteen cures and 
marked improvement in the rest. 
of cases they used one, and in some instances two 
or three injections. 

In the same year Makhlin, of Berlin, and Zweig, 
of Vienna, adopted the same method of treatment 
in their clinics. After nine months, Makhlin, in 
Die Klinische Medizin, and Zweig, in Die Wiener 
Klinische Wochenschrift, came out with their re- 
sults. Makhlin reported sixty cases with forty-eight 
cures, and Zweig cited sixty-eight cases with forty- 


In the majority 


seven cures. 

Rolfe, of Boston, has on record about fifty cases, 
which he treated with only 2 minim doses, with very 
satisfactory results. 

I have used quinine and urea in the Beth-Israel 
and in the Massachusetts General Hospitals. The 
percentage employed in both clinics was one-half 
of one per cent, Franken’s method. In the Beth- 
Israel, we had fifty cases, with 30 per cent cures, 
and at the Massachusetts General, as my personal 
figures show, we had thirty-six cases, with 21 per 
cent cures. Perhaps the mildness of the solution 
was to blame for not having a larger percentage 
of good results. 

While our French, German and Austrian col- 
leagues were enthusiastic over the quinine and urea 
treatment, Gabriel, of London, came forward with 
a modified Benacol preparation which he christened 
“A. B. A.” The formula is: Anesthesin 3 per cent, 
benzyl alcohol 5 per cent, ether 10 per cent, and 
sweet almond oil q. s., and in 1929-1930 he en- 
thusiastically announced it in two detailed articles, 
in the British Medical Journal, as a superior, non- 
operative treatment of anal fissure. 

The technique is practically the same as in the 
quinine and urea method. The only difference is 
that, whereas the quinine and urea is used in a 1 
c.c. dose, A. B. A. is used in 3 or 5 cc., 1 or 2 
c.c. of which is injected in the muscle on each side 
of the fissure, and 1 c.c. underneath the fissure 
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proper. In order not to cause sloughing, the injec- 
ion should be made so deeply that no superficial 
swelling is noticeable afterwards. 

I have used this solution since 1929 with gratify- 
ing results. The only disadvantage is that it causes 
considerable pain, which lasts for about two or 
three hours after being injected—quite a discour- 
aging thing for the patient till the good result is 
accomplished. 

There has recently been offered a new prepara- 
tion, which I believe will replace and transcend all 
previous ones. It is put out by the Ciba Co., and 
is called nupercain, phenol and oil. 
nothing but a modification of Gabriel’s formula, 


It really is 


but claims superiority over its ‘“‘parent,’’ because 
it does not cause any suffering, not even discom- 
fort, after it is injected. The twenty-five cases in 
the clinic at the Beth-Israel Hospital and the ten 
cases in my private practice support its claim. 

The anesthesia is fast, complete, and lasting for 
weeks and even months. The following two cases 
may serve as an illustration: 

Case 1.—A white female, aged 28, housewife, 
Her 
C. C. was: Sharp, cutting pain in the anus during 
after- 


was referred to me by her family physician. 


a bowel movement and terrible discomfort 
wards for hours and hours. She had a feeling of 
horror when the time came to move the bowels, be- 
cause she knew what suffering it meant to her. On 
some occasions she noticed blood in the stool. 

A digital 
examination caused her so much pain that she al- 


Inspection showed a small sentinel pile. 


most went into hysterics. The diagnosis of anal 


fissure was obvious. I injected her with 5 c.c. of 
the nupercain, phenol and oil, as described above. 
A few minutes later I introduced a large size ano- 
scope freely without causing her to suffer the least. 
All her symptoms have disappeared since. A single 
injection cured her. I saw her again six months 
later, just for a check up. The fissure was healed 
and the sentinel pile subsided, and she did not 
have enough words of praise and blessing. 

Case 2.—A white male, aged 35, chiropodist. He 
came in to consult me on account of sharp pain 
during defecation and lasting for many hours aiter- 
wards. He described the pain to be so severe as 
to interfere with his profession, with his daily life, 
He said 


there was quite a considerable amount of blood in 


and causing him to become very irritable. 
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each bowel movement. He “tried everything in the 
world,” but nothing gave him the least relief. It 
made him discouraged and at times even despondent. 

On 
fibrosed sentinel pile which was very painful to the 
touch. 
without anesthesia. 


inspection he showed a large, irregular, 
A digital examination was out of question 
After some coaxing and per- 
suading I succeeded in getting his consent to in- 
ject him with 5 c.c. of nupercain, phenol and oil. 
Within less than two minutes the anesthesia was 
complete, the sphincters relaxed, and rectal exami- 
nation was easy. A deep fissure was revealed. I 
excised the sentinel and the fissure en masse, and 
he left the office happy. He was back at work on 
the third day, and never again had any pain or 
ache. “I feel like a newborn” is the wavy he ex- 


pressed himself. 


SUMMARY AND CONCLUSION 


The secret of treating an anal fissure successfully 
is to overcome or to abate the spasticity of the 
sphincters and to produce a healing process of the 
lesion. 

The preparations mentioned—S5 per cent quinine 
and urea hydrochloride, Benacol, “A. B. A.,” and 
the nupercain, phenol and oil compound---have first, 
the property of inducing a prolonged anesthesia, thus 
over-coming the spasm of the sphincters, and, sec- 
ond, the drugs produce a fibrinous exudate which 
covers and heals the fissure. 


In conclusion, I wish to stress the point that the 
aforesaid treatment concerns the fissure in its acute, 
or obedient, and indurated, or angry, stages. A 
fissure in the ulcerated, or stubborn, stage, as I have 
said, can be over-come only by force, and that force 
lies in the hands of the surgeon. 
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LYMPHOGRANULOMA INGUINALE.* 


REUBEN F. Sirus, M. D., 
Richmond, Va. 
Instructor of Preventive Medicine, Medical College of Virginia 


Lymphogranuloma inguinale has recently come to 
the attention of the American medical profession as 
the result of the work of DeWolfe and Van Cleve! 
and Cole.2, The number of papers appearing in the 
literature has increased rapidly. They did not de- 
scribe a new disease in this country, but one that 
had gone unrecognized. The profession has had 
brought home to it with disconcerting force the fact 
that lymphogranuloma inguinale is not a tropical 
or subtropical disease, but one that is found rela- 
tively frequently in all clinics where it is looked 
for. 

Lymphogranuloma inguinale, a contagious, ven- 
ereal disease characterized by a subacute infection 
of the lymph nodes, and particularly the inguinal 
group, has been recognized and described under a 
long list of names for nearly a century. As early 
as 1859-1867, Chassaignac and Velpau,? French 
surgeons, described lymphatic masses of the groin 
of peculiar character. Sheube,‘ in 1867, while work- 
ing in Japan, gave the condition the name of 
“climatic bubo,” and subsequent workers through- 
out the century considered the condition of climatic 
origin. Lejar, 1894, described a similar condition 
under the name of “strumous bubois of the groin.” 
Nicolas, Durand, and Favré,® in 1913, called the 
condition “lymphogranulomatosis inguinalis.”’ Bori, 
1921, gave the condition the name “ulcére simple 
adenogené des parties génitales.”” In 1922, Nicolas 
and Favré, before the first Congress of French- 
Speaking Dermatologists, described the condition 
as “lymphogranulomatosis inguinales subaigue.” 
Ravau, Boulin and Rabeau suggested the name 
‘“paradeno-lymphite suppurée benigne forme séptice- 
migue’’; the sixth venereal diseases,® Nicolas-Favré’s 
disease; tropical bubo; the fourth venereal disease; 





*Read before the Richmond Academy of Medicine, 
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and, more lately, lymphopathia venereum, the lat- 
ter term being used to keep the condition from 
being confused with other diseases and to show that 
the condition may involve other than the inguinal 
group of glands. For example, Curth’ reported a 
case with lesion in the tongue and with swelling of 
lands followed by the formation of 
Hansmann* reported 


JQ 


the regional 
sinuses—F rei 
several cases under the term “nontuberculous lym- 
phadenitis.” In 1925 Frei reported his skin test 
for the condition, and since that time interest has 
increased, with the greater number of reports com- 
ing out of Europe and South America. The first 
complete report of lymphogranuloma inguinale in 
this country was by DeWolfe and Van Cleve,! in 
1932. 


s test positive. 


CLINICAL COURSE AND SYMPTOMATOLOGY 

Lymphogranuloma inguinale is a specific, venereal 
disease; it is never found in children and only 
comes on after sexual exposure. According to 
Anwyl-Davies, King and Findlay,” the incubation 
period is three days to three weeks, generally about 
two weeks; from coitus to the bubo stage, from ten 
days to six weeks, generally three weeks. 

The primary lesion is painless, very small, and 
when found, is usually located in the mucous sur- 
face of the prepuce. Usually the lesion is transi- 
tory and heals spontaneously, and, in the greater 
percentage of cases, the patient’s first knowledge of 
anything amiss is the developing adenitis. The 
lesion may be one of four types: papular, ulcera- 
tive (this includes herpetiform and erosive lesions), 
nodular, and_ urethritic 
When the latter, the lesion is accompanied by an 
abacterial urethral discharge of a thin milky pus. 
About three weeks after coitus the patient notices 
a swelling in the groin which may be bilateral but 


(anatomically chosen). 
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more commonly is unilateral. The onset may be 
mild or quite severe. In about 50 per cent of the 
cases the onset may be associated with constitutional 
symptoms of chilliness, headache, general aching, 
fever, lassitude, stiffness in the neck, nausea and 
vomiting, weakness, mild anemia and loss of weight. 
The fever is higher in the afternoon than in the 
morning, and the pulse is slow, even when the fever 
is 102° F. or more, the pulse seldom going over 
ninety. As a rule the patient shows a mild leuko- 
cytosis, but the white count may be normal, or 
there may be present a leukopenia. There is gen- 
erally an increase in the large mononuclear cells 
and some European writers think this of consider- 
able diagnostic importance. The glands increase in 
size and may reach the proportions of one’s fist. 
They are surrounded by an area of periglandular 
inflammation. At first the overlying skin is free, 
but as the glands increase in size the 
adherent to the underlying nodes and takes on a 
reddish-purple tint, and, as a result of being put on 
Multiple areas 


skin becomes 


such a stretch, becomes quite shiny. 
of softening will appear and, in course of time, 
break down with sinus formation. These sinuses 
discharge a thin milky pus and tend to persist for 
a long time. As the disease progresses the iliac 
glands become involved and may be easily palpated 
—some thing this almost a pathognomonic sign—but 
these glands do not break down. A second gland 
may break down and a, communicating sinus de- 
velop. The disease is essentially a chronic condi- 
tion and finally heals by cicatrization, leaving a 
heavy retracting scar. If the perirectal lymph glands 
become involved, the condition is even more chronic 
The 
formation of a stricture may develop to the point 
The involve- 


and more apt to develop serious sequelae. 


of necessitating surgical intervention. 
ment of the perirectal lymph nodes in the female is 
more apt to occur than in the male, due to the lymph 
drainage of the female genitalia. According to 
Cole,? the inguinal gland involvement in the female 
is quite rare. Schulmann™ reported ten cases with 
Frei positive reaction, who showed no clinical sign 
of lymphogranuloma inguinale. 


ANORECTAL SYNDROME 
Due to the lymphatic drainage in the female, the 
anal region is more apt to become involved, but a 
number of workers have shown that this region in 


the male is not exempt. Following the work of 
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Larsen and especially Fournier,!! the profession con- 
sidered the 
(ano-rectal-syphiloma ) 


anal stricture as of syphilitic origin 
other 


syphilitic symptoms, negative seriological tests in 


but an absence of 


most patients and the inefficiency of antisyphilitic 
treatment awakened a suspicion as to the importance 
of syphilis as an etiological factor. Abscess forma- 
tion and the discovery of giant cells led to a tubercu- 
lar theory, which soon gave way to gonorrhea (ano- 
rectal gonorrhea). This theory in turn gave way 
to one of traumatic origin (anal coitus). Theories 
of dysentery infection, chronic constipation and 
hemorrhoids have had their advocates, but it was 
not until 1925, when Frei and Koppel had the idea 
of studying the ‘“ano-rectal syndrome following 
esthiomene vulvae in relation to lymphogranuloma 
inguinale,” that a true conception of the condition 
developed. They gave the patients an intracutaneous 
injection of Frei’s antigen and proved the condition 
This work 


later was confirmed by Barthels and Biberstein, 


as that of lymphogranuloma inguinale. 


Jersild, Nicolas, De Gregorio, Sénéque, Fisher, Lan- 
ger, Bensande, DeWolfe, Sulzberger, Vizcarrondo, 
and others.” 

Quoting from Cole:? “To sum up the present 
feeling in regard to the cause of the inflammatory 
stricture of the rectum and its relation to lympho- 
granuloma inguinale, Sénéque says there are four 
forms: (a) a pure stricture limited to the rectum, 
(b) a rectal stricture with elephantiasis of the ex- 
ternal parts, (c) rectal stricture complicated with 
fistulas and in the past classified as tuberculous 
because it is granulomatous in character, even though 
Koch’s bacillus is not found, and (d) rectal stric- 
ture with pelvic cellulitis.” Jersild!® believes that 
stricture of the rectum is nearly always caused by 
lymphogranuloma inguinale. Most of the strictures 
are in the first 9 to 10 cm. of the rectum; as a 
matter of fact, most of them are not higher than 6 
cm. Bloom" has recently given an excellent report 


on this syndrome. 


BACTERIOLOGY AND ANIMAL INOCULATION 
Quoting from DeWolfe and Van Cleve:! ‘“Bac- 
teriological research of lymphogranuloma inguinale 
can be briefly summarized by stating that up to the 
present time no culturable, visible organism has been 
discovered as the etiological agent.’ A few organisms 
have been found but the workers did not consider 
them of etiological significance, but rather as a con- 
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tamination of the culture, or as a secondary in- 
volvement in the gland. Tamura! did not find 
anything resembling ordinary bacteria, but when 
the fluid studied was stained with Giemsa’s stain 
a peculiar granule was brought out, which was ab- 
sent in the controls. From the literature we can 
justly assume that the infecting agent of lympho- 
granuloma inguinale is a filtrable virus. 

Up until quite recently no progress had been 
made in animal inoculation in lymphogranuloma 
inguinale, but in 1924 de-Bellard,! in Venezuela, 
successfully transmitted the disease to monkeys af- 
ter intracerebral inoculation. 
workers have been able to inoculate animals, pass- 
ing the disease through several animals and then 
infecting man with the regained virus, also passing 
the virus from monkeys to guinea pigs and then 
re-infecting monkeys.'* 

C. Levaditi, Ravaut, Schoen and J. Levaditi® 
showed that monkeys inoculated with the virus 
sometimes died with an intense meningoencephalitis 
and, in spite of autopsy findings, tissue from the 
animal when inoculated into the other animals was 
absolutely avirulent. They found that the virulence 
could be maintained when inoculated into the brains 


Since then many 


of mice in which it produced asymptomatic infec- 
tion. Hellerstr6m' has shown that the virus is 
filtrable through Burkfield and Chamberland filters, 
as he has been able to infect monkeys intracerebrally 
with such filtrates. 


PATHOLOGY 

The primary lesion as studied histologically by 
Phylactos' and Bory® were identical. Both studied 
lesion from the penis which “showed a small ulcer- 
ated area beneath which there was a very heavy in- 
filtration of inflammatory cells, consisting for the 
most part of plasma cells. Very few polymorphonu- 
clear leukocytes were present. There was marked 
cellular infiltration along the lymphatics, with cells 
of the same type. In the lesion were many newly- 
found blood vessels.” Sézary and Lenégre!® described 
an ulcer with the appearance of chancroid but all 
tests for this condition were negative; Sézary and 
Perrault! described an initial lesion with the ap- 
pearance of syphilitic chancre. 

According to Cole,? if we inspect a mass of 
lymphogranuloma inguinale lymph nodes, grossly 
there will be observed a dense perinodular exuda- 
tion binding the glands together. On sectioning, the 
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nodes have multiple areas of suppuration, walle: 
off with granulation tissue which is infiltrated wit) 
endothelial cells, giant cells and lymphoid cell: 
Foci of suppuration join and form stellate caviti: 
filled with polymorphonuclear leukocytes. |The 
there will be other areas of extensive necrosis wit! 
little cellular response. Some areas resemble tu 
berculous, syphilitic, or other infected lymph nodes 
There is a thickening of the blood vessels as ; 
result of proliferation of the endothelium. Th 
glands heal by granulation and scar tissue forma 
tion. 


DIFFERENTIAL DIAGNOSIS 

Lymphograuloma inguinale has to be differen- 
tiated from: 

Tuberculosis—This may be done by finding the 
evidence of tuberculosis in other parts of the body; 
animal inoculation; Frei test; histological study; 
caseation, rather than pus in tuberculosis; and the 
giant cells are more numerous in tuberculosis. 

Syphilis —By the demonstration of the spirochaete 
pallida with the dark field; the initial lesion; sec- 
ondary development, positive serological study, and 
response to autiluetic treatment. 

Gonorrhea and Pyogenic Bubo.—By bacteriologi- 
cal study and the difference in the clinical picture. 

Hodgkin’s Disease.—In lymphogranuloma inguin- 
ale the glands are nearly always confined to the 
groin, whereas in Hodgkin’s disease the other glands 
in the body are involved. In Hodgkin’s the glands 
do not tend to suppurate or form sinuses. Histo- 
logical study must also be made. 

Bubonic Plague, in some parts of the world.— 
Differentiated by bacteriological study. 

Chancroid.—By the characteristics of the disease 
and the demonstration of the bacilli of Ducrey. 


PROGNOSIS 
The prognosis is good as a general rule, although 
the patient should be told of the chronic nature of 
the disease. With the stricture development the 
prognosis becomes more grave and may go to invalid- 
ism and, in a few rare cases, death. 


TREATMENT 
In the treatment of lymphogranuloma inguinale 
it will be found that the treatment and result vary 
with different workers. In a few isolated cases 
the glands will undergo spontaneous healing even 
if nothing is done. Surgical extirpation of the in- 
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olved gland has been followed by complete cure 
ut it must be borne in mind that total removal is 
metimes followed by an elephantiasis. When sup- 
uration has occurred the gland should be drained. 
Hansmanné reports four cases with good results fol- 
lowing surgery. The greater number of writers think 
the removal of the suppurating gland is all that is 
necessary. 

Pinard and Robert,” following up the work of 
Levaditi, who found that the virus of lymphogranu- 
loma inguinale lost its pathogenic action in glycerin, 
began the use of glycerin in the treatment of the 
condition. They opened the bubo, curetted out the 
cavity and injected 2 c.c. of glycerin into the open- 
ing. Healing began at once and the authors think 
their results were better than with other methods. 
Glycerin was used each day until the gland healed. 
Perkel and Sourgik” used intra-glandular treat- 
ment with milk, glycerin, pus-vaccine and autopus- 
vaccine with good results. They used milk in doses 
of 0.2.to 0.3 c.c. at intervals of two or three days: 
glycerin in 1.5 to 2 c.c. with the number of injec- 
tions varying from twelve to fifteen. 

Chevallier and Fiehrer* and others*’:** have 
reported very favorable results with sodium salicy- 
late when given in massive doses. Katz and 
Sagher® reported thirty cases treated with conva- 
lescent serum and think this gave them their best 
results. Thomas and McCarthy” reported a case 
with complete cure of a large abscess treated with 
a bouillon filtrate—positive Frei reaction. The 
wound was packed with gauze saturated with the 
filtrate. 
heated cultured antigen as a vaccine administered 


Tamura!® reported nine cases treated with 


subcutaneously, with good results. 

Diathermy has been used and, if fistula persists, 
radiotherapy is indicated. The iodides, iodine and 
antimony and potassium tartrate are used. Cole? 
says: “In my estimation rest in bed, promotion of 
free drainage, perhaps along with partial extirpa- 
tion of the nodes involved, and the use of solutions 
of antimony and potassium tartrate intravenously 
gives the best results. Naturally the results in none 
of the cases of esthiomene and anal stricture are 
particularly good.” 

Frei test?®: The antigen for the Frei test is pre- 
pared by aspirating one of the suppurating glands 
and diluting the pus obtained with normal saline one 
to ten, care being taken that no external contami- 
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Cen- 
tigrade for two hours the first day and one hour 
An emul- 


nation occur. This mixture is heated at 60‘ 
the second day at the same temperature. 
sion of the suppurating gland can be made to serve 
the same purpose. This material when cultured 
for sterility is ready for intradermal injection of 
OT ec. 
case produces a papula of varying size within 


The antigen when injected into a positive 


twenty-four hours and persists for several days. This 
cutaneous allergy is said to develop quite early in 
the disease and persist for years. DeWolfe and 
Van Cleve,! Lépinay and Grévin“ as well as the 
majority of other workers, think the test quite spe- 
cific. Phenol may be added to the emulsion as a 
preservative and, if this is done, a control of phenol 
and saline has to be run at the same time as the 
test. Tamura!® reported the use of an antigen made 
from the cultured virus that is just as effective as 
that made in the usual methods of preparing Frei’s 


antigen from pus. 


CasE REPORTS 

Case 1.—J. H., Negro, male, age 45, reported to 
me on March 15, 1932, with history of a “rising 
in his groin’ which had begun three weeks before 
and on two occasions during this time he had thought 
the lump would disappear. It had been painful, 
He gave no 
history of sexual exposure and denied the presence 
of a sore on the penis. He had had general sore- 
ness, headache and a chilly feeling. 
revealed a well-developed and nourished Negro man 
about 45. Head, neck, chest, and abdomen were 
negative. In left groin an inguinal gland was 
found about the size of a small lemon with area of 
The gland was surrounded by quite 
No sore or discharge was 


Examination 


suppuration. 
extensive periadenitis. 
found on the penis. The extremities were negative. 
The temperature was 100° F., and pulse 80. The 
next day the gland was opened under novocaine, 
and a thin, milky pus was obtained. Patient felt 
better at once but fistula continued to drain. On 
April 18th, a second gland was opened and the 
third gland on June 2nd. ‘There developed a com- 
munication between these three fistulae which did not 
heal until the last of August. Healing left a heavy 
retracted scar. A Frei test in the latter part of 
1933, positive, revealed the true etiology of the con- 
dition. Wassermann negative. 

Case 2.—F. J. H., white, male, age 26, first seen 
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July 26, 1933, with history of having been feeling 
badly for two weeks. At the beginning of sickness 
noticed a swelling in right groin that had gotten 
larger. Had general aching, headaches, chilly feel- 
ing, occasional sweats and complained of lots of 
pain in the groin. A history of clandestine sexual 
exposure two or three weeks before was secured 
from another member of the family. The patient 
denied any lesion on penis. No other history was 
in any way related to the case. Physical examina- 
tion showed a well-developed and nourished white 


Head 


and neck, chest and abdomen were essentially nega- 


man, in bed, who did not appear very sick. 
tive. The right inguinal gland was swollen with 
extensive periglandular tissue involvement. The 
gland showed little breaking down. 
93:3" P.; 
found on penis; the Wassermann was negative. 


Temperature 
pulse 72; no lesion or discharge was 
He 
was given iodides, hot wet dressings and sedatives, 
and the gland was opened on July 28th. That day 
the skin over the gland had a reddish-bluish tint, 
and the skin was adherent to the gland. The iliac 
glands were palpated the day the gland was opened. 
They very readily disappeared and when tested Sep- 
tember 8, 1933, with Frei antigen (very kindly sup- 
plied by Drs. Cote and De Wolfe, of Cleveland), 
gave a very strong positive. By the last of Sep- 
tember the glands had healed. 

Case 3.—Mrs. F. J. H., white, female, age 25, 
first seen July 26, 1933, with history of having a 
rising in right groin for about one week, associated 
with pain in the affected part, chilliness, headache, 
malaise, weakness, sweats. Her first knowledge of 
anything wrong was the involved gland and the 
above-named symptoms. The only history of im- 
portance was that her husband, Case 2, had been 
caught leading a clandestine sexual life. Her con- 
dition followed that of her husband by about one 
week. 

Physical examination: Head and neck, chest and 
abdomen were negative. In the right groin the 
inguinal glands were enlarged, tender to touch, with 
periglandular inflammation. 
She was put to 


a large amount of 
Temperature 101° F., pulse 85. 
bed, given hot compresses to parts, iodides and seda- 
tive. The glands increased in size and on Septem- 
ber 7, 1933, when opened, had become adherent to 
the skin and the overlying skin had taken on a 


reddish-bluish tint. When the gland was opened 
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about 15 c.c. of thin, milky pus was aspirated. The 
next day she was Frei tested and found to be strongly 
positive. Wassermann negative. One week later 
a second gland was opened, and a communicating 
fistula developed. On October 11th, she was given 
5 cc. of 1 per cent solution of tartar emetic intra- 
venously, having refused intravenous medication up 
to this time. This was repeated every three days 
About this time, October 11th, she 
noticed a gland in the right side of her neck, and 


for six doses. 


this increased to the size of a small marble, broke 
down and discharged a fluid similar to that of the 
inguinal gland; it then healed very rapidly. She 
was discharged December 5, 1933, as well. The 
iliac glands were not palpated and all symptoms dis- 
appeared when the gland began to drain. 

Case 4.—R. L. B., Negro, male, age 26, occupa- 
first 


He was complaining of pain 


tion, runner for “policy game,” seen March 
12, 1934, at home. 
all over the body, chilly feeling, headache, malaise, 
weakness, loss of appetite, nausea and vomiting 
(once) and a “rising in right groin” that began 
five days before. 


The rising got larger and was 


associated with a good deal of pain. There was 


no history of any lesion on penis nor of any dis- 


charge. Wassermann negative. In 1933 the pa- 


tient had had gonorrhea. Other history irrelevant. 

Physical examination: Negro man, well-developed 
and nourished, and appearing sick. Head and neck 
negative except for a little reddening of the pharynx. 
Chest and abdomen negative. Temperature 101° F.; 
pulse 84. March 14, 1934, temperature 99° F.; 
pulse 76. White count 8,200; polymorphonuclear 
leukocytes 68; lymphocytes 30; myelocytes 2, R. B. 
C. 4,300,000; Hgl. 80 per cent. Wassermann nega- 
tive. 

The patient was given rest in bed, sedative, hot 
applications, and iodides. March 19, 1934, the Frei 
test was positive; inguinal gland getting soft. 5 c.c. 
of tartar emetic, 1 per cent solution, given. 

The patient refused to have the gland opened, but 
reported twice weexly for tartar emetic and the gland 
gradually got smaller. The patient was given 10 
ampules of tartar emetic and discharged as well. 

Case 5.—Colored female, wife of Case 4, reported 
with history of pain in back and lower abdomen 
following child-birth one year earlier. Examination 
revealed a well-developed and nourished female with 
examination negative until pelvic was done. This 
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vealed lacerated perineum, and prolapse of a sub- 
voluted uterus. No glandular enlargement made 


t: rectal examination negative. A Frei test was 


ne on account of her husband’s history and found 


be positive. 

Case 6.—O. R. T. (seen with Dr. A. B. Gravatt, 

Ellerson, Va., April 17, 1934), age 31, assistant 
foreman in railroad yard, single. He first con- 
ulted his doctor March 20, 1934, for “swelling in 


s 


the left groin that had begun on March 13th-14th, 
had gradually gotten larger and was associated with 
a good deal of pain’’; sick headaches, loss of ap- 
petite; nausea and vomiting at intervals for about 
one week; stayed cold all the time, and had one 
chill; fever as high as 101° F., number of sweats, 
constipated, slight pain in both knees, weakness and 
malaise, loss of weight—twenty-five to thirty pounds. 
A swelling in the right groin appeared one week 
after that in the left groin. A history of regular 
sexual exposure. 

Past history showed there had been arthritis of 
left knee; gonorrhea, 1931. Other history was 
negative. 

Physical examination: Well-developed and nour- 
ished white male acutely ill when first seen by his 
doctor. Head and neck, chest and abdomen nega- 
tive. 

Left inguinal gland swollen to the size of a lemon 
and surrounded by extensive periglandular tissue; 
skin adhering to underlying gland and of a pe- 
culiar bluish color. Right gland negative at this 
time. The left gland was opened March 23rd and 
did not discharge any pus, but two days later be- 
gan to discharge a large amount of a thin, milky 
pus. One week later the right gland was opened. 

When seen by me on April 7th, the physical ex- 
amination was negative except for the inguinal re- 
gion—bilateral glandular enlargement with discharg- 
ing fistulae. Iliac glands could be palpated; a 
reddish-bluish discoloration of the skin over the in- 
volved parts and adherent to the underlying glands. 
Rectal examination was negative. Frei test positive. 
Wassermann negative. He was given a 1 per cent 
solution of antimony and potassium tartrate and 
rapidly cleared up. 

Case 7.—W. G., Negro, male, age 25, porter, 
reported June 2, 1934, with history of “hard lump” 
in both groins that had gradually gotten larger and 


was associated with very little pain, sweats, loss of 
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appetite and headaches. He gave a history of a 
very small sore on the penis that lasted three or 
four days and disappeared without any treatment. 
The lumps in his groin followed this lesion by 
some two or three days. 

Past history was negative. 

Physical examination: Well-developed and nour- 
ished Negro man who did not appear very sick. 
Head, neck, chest and abdomen were negative. In 
the right groin was an enlarged gland about the 
size of a lemon, surrounded by a large amount of 
periglandular inflammation. The overlying skin 
The left 
groin presented a similar picture except about one- 


was adherent to the gland and very dark. 


half the size of the right gland; iliac glands pal- 
pated; rectal examination negative. 

On the penis was a very slight scar that marked 
the site of the initial lesion. Temperature normal; 
pulse 80; respiration 20. Frei reaction strongly 


positive. Wassermann negative. Urinalysis nega- 
tive. 

Following the work of Chevallier and Fiehrer,?- 
Tamura and Aubrun,™ the patient was put on large 
doses of sodium salicylate but showed no improve- 
ment. On June 28th, the right gland was opened 
The left gland 


very rapidly 


and discharged a thin, milky pus. 
The 


cleared up on 1 per cent solution of antimony and 


remained stationary. patient 


potassium tartrate, given intravenously. 


SUMMARY 

1. Lymphogranuloma inguinale is a_ venereal 
disease caused by a filtrate virus. 

2. It is not as rare as was supposed in this 
climate, and is not confined to seaports. 

3. The prodromal symptoms are those of a sep- 
ticemia, with local inguinal adenitis, but not neces- 
sarily confined to this group of glands. 

4. A large percentage of rectal stricture can be 
traced to lymphogranuloma inguinale as the etiologi- 
cal factor. This is particularly true of women, due 
to the lymph drainage of the parts. 

5. The intradermal Frei reaction is quite specific 
as a diagnostic agent. 

6. Treatment consists of rest in bed during the 
antimony and 


early stages; intravenous use of 


potassium tartrate, and opening of the gland if 


Sodium salicylate was not effective 
This 


it breaks down. 
in the one patient treated with this drug. 
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may have been due to the fact that my patient 
could not tolerate the dosage usually prescribed. 


= 


7. One patient with a positive Frei reaction is 
reported with no clinical manifestation of the dis- 
ease; another patient is reported with a cervical 
gland involvement that appeared to be exactly like 
the inguinal gland, which was the first gland to 


become involved. 
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THE NEED FOR ESSENTIAL CHANGES IN THE PREPARATION 
OF NURSES FOR SERVICE TO THE COMMUNITY. 


ETHEL M. SmirH, R. 


Bi, 


Secretary, Virginia State Board of Nurse Examiners 


Craigsville, Va. 


I am asked to explain the necessity for revision 
in the curricula of our Schools of Nursing and to 
outline the proposed method of putting this into 
effect. 
any finality since the whole readjustment is in the 


It is impossible at this time to speak with 
formative stage. It is recognized that there are 
valuable elements in the present system of educa- 
tion that must be retained, but also certain defects 
to be corrected. 
pared product. 

The Rockefeller Report (1923) revealed the short- 
comings of the education offered nurses for their 
work as graduates. 


Society is demanding a better pre- 


Nurses at once became con- 


cerned in effecting a remedy. Requests came from 
all directions that an analysis of the situation be 
made, and in 1926 a Grading Committee, com- 
posed of Doctors, Educators, Lay People and Nurses 
was formed. The nursing profession voluntarily 
contributed over $137,000.00 towards the expense 
of this detailed survey, which covered an eight-year 
period. All accredited Schools of Nursing were 
invited to participate and the Virginia Schools re- 
sponded 100 per cent. As each report of the Com- 


mittee was released, revealing weaknesses even in 


the training given for care of patients in hospitals, 


a conscientious effort was made to remedy these 
defects. 
effort. 

of courage to Face Facts Valiantly. 


All credit is due our hospitals for this 
Virginia is recognized as being possessed 


The final analysis showed the system of educa- 
tion faulty, nurses being prepared only for the care 
of hospitalized patients. A changing social order 
demanded something more. In addition to being 
taught to give expert bedside care, nurses today 
should be taught to observe and interpret social fac- 
tors and be capable of taking part in the promotion 
The field of 
Preventive Medicine calls for professional service 


of health and prevention of disease. 


that nurses should render, but we continue to qualify 
them for local hospital needs primarily, giving little 
consideration to social needs at all. 


The 
makes this interesting statement: 


Committee on the Cost of Medical Care 


There is a need for a rearrangement of curricula 
and a revision of the fundamental purposes of many 
Nursing Schools, so that they will produce socially- 
minded nurses with a preparation basic to all types 
of nursing service. The care of hospital patients is 
not, in and of itself, sufficient preparation for pro- 
fessional nursing. 


Dr. Arthur Ruggles, addressing the Convention 
of the National League of Nursing Education re- 
cently, announced that after two whole days of 
“listening in” he was prepared to state that the 
revision of our curriculum was in the safe hands 
of thinking experts. The nursing profession feels 
A Central Curriculum Committee is 
releasing by degrees its suggestions for improvement. 


it is. now 
Adjustment in clinical experience and instruction 
is necessary for the preparation of the private duty 
nurse even more urgently than for the nurse going 
For the 


out into a specialized field. latter, post- 


graduate work is essential. The young private duty 
nurse, however, after three years of training, is ex- 
pected to enter a home prepared to adjust herself 
to any condition she finds, to possess an understand- 
ing of conservation and preservation of health, and 
to exert real technical skill in her nursing. A won- 


derful opportunity for service, if prepared. 

This year the Board of Examiners requested the 
Schools to arrange a course in Sociology and some 
affiliation in Public Health. 
obvious. 


The reasons must be 
More than this has not yet been attempted. 

Recently the Board invited several outstanding 
Educators and representatives from the State Board 
of Health, and the Hospital and Medical Associa- 
tions to act in an advisory capacity in decisions 
effecting necessary adjustments. The response in- 
dicated great interest. It is confidently felt by the 
Board that with such help, results satisfactory to 


all can be attained. 
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Correspondence 


“Medical Insurance Practice” or The Eng- 
lish “Panel System.” 
THE PLAINs, VA. 
To THE Eprror: 

Dr. M. B. Hiden and I sailed from New York 
on the North German Lloyd S. S., “Europa” on July 
17th, landing at Cherbourg, France, on July 22nd. 
From there we went with our party of twenty-nine 
people to Paris, Lucerne, Switzerland, Milan, Venice, 
Florence, and Rome, then back along the Mediter- 
ranean through Southern France to Paris. After 
another night and day in Paris we crossed the Chan- 
nel and went by train to London then to Leaming- 
ton, England, and through the “Shakespeare” coun- 
try, Stratford-on-Avon, Warrick and Kenilworth 
Castle, by coach. Then by train again to Edinburg, 
Scotland, and on up into the Lake country, “Lochs 
Lomand,” “Katherine” and others, back to Edin- 
burg, then back to London for a week. 

Now I come to the part of our trip that should 
be of particular interest to all medical men and 
women, as well as to every public spirited person. 
We visited historical St. Thomas Hospital where 
Florence Nightingale first instituted trained nursing 
and taught the first class of trained nurses. Though 
antique looking on the outside, we found St. Thomas 
spick and span on the inside, and as thoroughly 
equipped and up-to-date as any American hospital 
I have ever seen. All we had to do was tell them 
we were two visiting Doctors from America and im- 
mediately the doctors, nurses and attendants extended 
us a most courteous hospitality showing us through 
the entire hospital and inviting us to stay and watch 
operations as long as we wished and to come back as 
often as we could while in London. Remembering 
what my friend Dr. Vickers had told me about 
“Medical Insurance Practice” or the “Panel” sys- 
tem, as it is called in England, I began asking 
questions and getting all the information I could. 
The doctor who was showing us through the hos- 
pital was very kind, giving us some valuable in- 
formation and finally advising us to go to Dr. 
Charles Hill, M. A., M. B., B. Ch., and D. P. H., 
of the British Medical Association at Tavistock 
Square. We found Dr. Hill a most charming 
gentleman, giving us three-quarters of an hour of 
his valuable time and presenting each of us with 
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a book of some 350 pages, describing in detai 
“Medical Insurance Practice’ for which he wouk 
accept no pay. He told us briefly that the doc 
tors who had been most opposed to the syster 
when it was first put into practice in 1912 wer 
now, without exception, enthusiastically in favor of 
it, and that the scheme applies with certain excep- 
tions to all persons employed by way of manual 
labor and to all other employed persons whose rate 
of remuneration is not more than £250 
$1,250) a year. The employed person and the em- 
ployer pay small weekly contributions, the State adds 
a grant out of the public exchequer, and these con- 


(about 


tributions together are used to take care of the in- 
sured persons and their families during sickness, 
He also told us 
that the system was entirely eliminated from politics 


whether employed or unemployed. 


and was under the sole management of the British 
Medical Association or a committee appointed by 
that Association. He seemed perfectly willing to 
give us more of his time but feeling that we had 
already imposed on him too long we accepted his 
present of the books, thanked him and bade him 
good-bye. 

That evening Dr. Hiden invited me to attend a 
meeting of the London Rotary Club at one of the 
larger hotels. There we were delightfully enter- 
tained, ‘‘wined and dined,” there being present sev- 
eral hundred of the usual “cross-section” of the 
professions, avocations and occupations represented 
in Rotary, and again I began seeking information. 
After talking to a number of these men just as I 
met them at Rotary dinner, I became convinced 
that not only the medical profession but the public 
generally is just as enthusiastically in favor of the 
“Panel” or “Insurance” system of medicine as the 
doctors are, which is about 100 per cent. 

I believe if we will organize thoroughly, so that 
politics can’t get in and corrupt it, this system, with 
some modifications to suit conditions here, may be 
made to work just as efficiently in America as it 
has in England where it has been in successful 
With our 
ever-increasing population and consequent increase 


operation for the past twenty-three years. 


in the number of poor and unemployed families to 
be taken care of, it must be obvious to every think- 
ing person that the doctors cannot alone continue 
indefinitely to carry this great burden and that some 


such form of medical practice is inevitable. So, 
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hy not adopt one that has been tried out and 
ound to be clean, efficient and successful ? 
RICHARD Mason, M. D. 
August 31, 1935. 


Medical and Surgical Diathermy. 
CLARENDON, VA., 
SEPTEMBER 17, 1935. 
[o THE Epitor: 

I was attracted by Dr. P. D. Stout’s article in the 
September VIRGINIA MEDICAL MONTHLY and desire 
to compliment him on his technique. 

At the same time, I would like to mention the 
work of Dr. T. A. Poole, of Washington, D. C., who 
reports consistently gratifying results from a similar 
technique he has perfected. I have observed Dr. 
Poole at work and noted that he begins in the cen- 
ter of the tonsil and does a small amount of desic- 
cation at each visit, enabling him to note the heal- 
ing process step by step and avoid burning the 
anterior or posterior pillars. He does not inject with 
cocaine but prefers to apply his anesthetic topically 
on a cotton swab with wood applicators. 

It has occurred to me that these two men might 
cooperate in evolving a procedure that would estab- 
lish this as an efficient, modern, and fascinating 
method for the removal of tonsils. 


B. F. MonTGOMERY. 


Special Meeting. 
To THE PHYSICIAN’s OF FOURTH CONGRESSIONAL 

DIsTRICT. 

There will be a meeting of all the physicians 
residing in the Fourth Councilor District of Virginia 
on the afternoon of Tuesday, November 12th, at 
2:30 P. M., in the Medical Arts Building at Peters- 
burg. The Fourth District now includes the coun- 


ties of Appomattox, Buckingham, Cumberland, 


Edward, Powhatan, Amherst, 


Lunenburg, Mecklenburg, Dinwiddie, Brunswick, 


Prince Nottoway, 
Greenesville, Prince George, Surry and Sussex and 
the cities within this territory. 

There will be an excellent scientific program, a 
good dinner and entertainment. 
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A photograph of every physician in this territory 


is desired. These will be placed on a large card- 
board and a prize will be given to the one who gives 
the correct name and address of the largest num- 
ber of physicians residing in this territory. 

Send in your photograph to the undersigned im- 
mediately. If you have no other photograph con- 
venient, send a good Kodak picture. 

The meeting will be held in conjunction with the 
Postgraduate Medical Society and the Department 
of Clinical and Medical Education of the Medical 
Society of Virginia. 

Mark the date on your calendar and send me 
your photograph today. 

WRIGHT CLARKSON, Councilor, 
Fourth District. 





New Members 


Since the names listed in the April issue of the 
MonrTHLY, the following have been admited to mem- 
bership in the Medical Society of Virginia: 


Dr. David H. Andrew, Wytheville. 

Dr. Louis P. Bailey, Nathalie. 

Dr. Edwin E. Barksdale, University. 

Dr. Harvey G. Bland, Newport News. 

Dr. Albert T. Brickhouse, Hopewell. 

Dr. William H. Bruce, Pennington Gap. 
Dr. Reynoldson D. Butterworth, Richmond. 
Dr. Charles C. Canada, Staunton. 

Dr. William E. Fahrney, Broadway. 

Dr. Major S. Foster, Dayton. 

Dr. Benjamin E. Hunt, Hampton. 

Dr. Jethro M. Hurt, Blackstone. 

Dr. John O. Hurt, Staunton. 

Dr. Joseph R. B. Hutchinson, Lyon Village. 
Dr. Robert C. Keys, Waynesboro. 

Dr. Albert B. McCreary, Eastville. 

Dr. James A. Miller, Winchester. 

Dr. John D. Miller, Bridgewater. 

Dr. Charles R. Robins, Jr., Richmond. 

Dr. Richard F. Slaughter, Jr., Norfolk. 
Dr. George G. Tanner, Grottoes. 

Dr. John A. M. Thompson, Charlottesville. 
Dr. Douglas D. Vance, Bristol, Tenn. 

Dr. Claude W. Vaughan, Harrisonburg. 
Dr. John A. Wolfe, Staunton. 
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PROGRAM 
MEDICAL SOCIETY OF VIRGINIA 


Sixty-sixth Annual Session 
Norfolk, Virginia 
OCTOBER 15, 16 and 17, 1935 


MonticeLto Hore.—Headquarters 


SCIENTIFIC PROGRAM 
GENERAL SESSIONS 
Tuesday, October 15 
8:00 P. M. 
Ballroom, Monticello Hotel 
Call to Order—William Lett Harris, M. D., Chair- 
man, Committee of Arrangements. 
Invocation—Rev. Taylor Willis, Rector, Christ-St. 
Luke’s Church. 
Address of Welcome—J. W. Hunter, M. D., Presi- 
dent, Norfolk County Medical Society. 
Announcements. 
Address of President—Francis H. Smith, M. D., 
Abingdon. 
Memorial Hour. 
Address—The Answer of the Medical Profession to 
State Medicine—Arthur C. Christie, M. D., 
Washington, D. C. (Invited Guest.) 


Wednesday, October 16 
9:00 A. M. 
Medical and Surgical Sections 


Medical Section—Monticello Hotel 
Essential Hypertension and Bright’s Disease: Their 
Differential Diagnosis and Treatment. 
Paut D. Camp, M. D., Richmond. 


Essential hypertension accounts for great majority of high 
blood pressures, whereas, Bright’s Disease is responsible for 
relatively few. Differential diagnosis and treatment of the 
two conditions are discussed. 


Discussion opened by Frederick C. Rinker, M. 
D., Norfolk. 


Remarks on the Diagnosis of Coronary Thrombosis. 


BLANTON P. SEWARD, M. D., Roanoke. 


The purpose of this paper is to call attention to certain con- 
ditions that may cause symptoms simulating coronary thrombosis. 
Cases to illustrate the points of similarity will be cited. 


Discussion opened by J. Edwin Wood, Jr., 
M. D., University. 


Paroxysmal Tachycardia. 


ALEXANDER G. Brown, JR., M. D., Richmond. 


A description of this heart disorder; its manner of sudden 
onset and sudden cessation; its symptoms and dangers. Treat- 


ment by mechanical means, by quinidin, by digitalis, and other 


drugs and measures. 
Discussion opened by J. Edwin Wood, Jr., 


M. D., University. 


The Heart in Myxedema: Clinical and Postmortem 
Findings. 

WiLiiAmM H. Hiccrns, M. D., Richmond. 

The heart in myxedema is a distinct clinical and pathologic 

entity. It seemingly bears a direct relationship to abnormal 


cholesterol metabolism. Antemortem and postmortem studies 
are discussed. 


Discussion opened by Walter B. Martin, M. D., 
Norfolk. 


Rocky Mountain Spotted Fever (Eastern Type) with 
Data from Nine Cases. 
WiL1i1AM P. Caton, M. D., Alexandria. 


This paper gives data from nine cases treated by the writer 
in Fairfax County, Virginia, since 1930. 


Discussion opened by H. A. Latane, M. D., 
Alexandria. 


Cicatricial Stenosis of the Esophagus: Report of 


Cases. 
C. C. CooLtey, M. D., Norfolk. 
Most strictures of the esophagus are caused by caustics, es- 


pecially lye. Excellent results are safely obtained by gastros- 
tomy, followed by retrograde dilatation with Tucker bougies. 


Discussion opened by A. A. Burke, M. D., Nor- 
folk. 


Enuresis in Children. 
James V. Bickrorp, M. D., Norfolk. 
A series of twenty-five cases of enuresis in children treated 


by psychological approach, with an analysis of the therapeutic 
results. 


Discussion opened by Wm. P. McDowell, M. D., 
Norfolk. 


Surgical Section—Monticello Hotel 


Unusual Indications for Caesarean Section. (JI- 
lustrated.) 
C. J. ANpREws, M. D., Norfolk. 


RicHarp B. Nicuots, M. D., Norfolk. 


Report of sections for pregnancy in rudimentary horn, dou- 
ble uterus, post-radium cases, labor complicated by fibroids, 
placenta previa, eclampsia, and pregnancy following vesico va- 
ginal fistula. 


Discussion opened by M. P. Rucker, M. D., Rich- 
mond. 
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Acute Intestinal Obstruction. 


Harry J. WARTHEN, M. D., Richmond. 


A study of one hundred consecutive small bowel obstruc- 
ions treated at the Medical College of Virginia Hospitals dur- 
ing the past five years. 


Discussion opened by C. B. Morton, M. D., Uni- 
versity. 
Fractures of the Hip. 
M. H. Topp, M. D., Norfolk. 


Extracapsular hip fractures unite by bone; intracapsular frac- 
tures, only in 50 per cent. Results can be improved by Cot- 


ton artificial impaction, or by open reduction if necessary. 


Discussion opened by Foy Vann, M. D., Norfolk. 


Non-Union of Fractures of the Humerus. (Jilus- 


trated.) 
DonaLp M. FAULKNER, M. D., Richmond. 
Critical review of five cases of non-union of fracture of shaft 
of humerus and one case of long delayed union, accompanied 


by slides. 
Discussion opened by Robert V. Funsten, M. D., 


University. 
The Diagnosis and Treatment of Cancer of the 
Large Bowel. 
J. SHEttTonN Horsey, M. D., Richmond. 
Early diagnosis, prompt radical operation can greatly reduce 
mortality from cancer of colon. Cancer of right half of the 
colon is operated upon in one or two stages, and of left half 


in three stages. Cancer of rectum should usually be removed 
in one stage. 


Discussion opened by I. A. Bigger, M. D., Rich- 
mond. 


Vascular Surgery Necessiated by Trauma. 
Juitan L. Rawtis, M. D., Norfolk. 
The need of more general knowledge of the possibilities of 
vascular surgery by the general surgeon. Operating rooms 
should be equipped for emergency vascular surgery. Report 
of cases. 
Discussion opened by Lomax Gwathmey, M. D., 


Norfolk. 
Present-Day Treatment of Certain Malignant Dis- 
eases. 
Vincent W. Arcuer, M. D., University. 
W. L. Kizsy, M. D., University. 
A discussion of present-day methods of treatment of ap- 
parently hopeless malignancies of head, neck, cervix, and blad- 


der is presented with a fair percentage of cures. The untoward 
sequelae occasioned by this treatment are also presented. 


Discussion opened by Fred Hodges, M. D., Rich- 


mond. 


General Sessions 
Wednesday, 3:00 P. M. 
Monticello Hotel 
Cancer Control. (Jllustrated.) 
Wricut Cxiarkson, M. D., Petersburg. 


ALLEN BARKER, M. D., Petersburg. 


An effort to reduce cancer mortality by calling attention to 
certain fundamental reasons for the present death rate and 
making recommendations for the correction of the same. 


Discussion opened by J. Shelton Horsley, M. D., 
Richmond. 
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Dermatoses and Cold Weather. 
RAYMOND KimpBrovuGcH, M. D., Norfolk. 


Causes, prevention and treatment of dry, rough itching win- 
ter skin irritations. Value of knowledge about soaps, oils, 
lotions, and creams for the different conditions. Ichthyosis is 
discussed briefly. 


Discussion opened by D. C. Smith, M. D., Uni- 
versity. 
Symposium on Therapy 
The Treatment of Acute Respiratory Diseases. 
F. C. Rrvxer, M. D., Norfolk. 
The Treatment of Acute Infections of the Upper 
Urinary Tract. 
JoserH F. GeIsIncer, M. D., Richmond. 
The Treatment of the Toxemias of Pregnancy. 
T. J. Wimit1ams, M. D., University 
A More Rational Treatment for the Mental Pa- 
H. C. Henry, M. D., Petersburg. 
General Discussion. 


Wednesday, 8:00 P. M. 
The Problem of Pleural Adhesions in Pulmonary 
Tuberculosis. (Jllustrated.) 
E. C. Drasu, M. D., University. 


J. B. Nicuo.ts, M. D., Catawba Sanatorium. 


A discussion of 125 cases of therapeutic pneumothorax, who 
have had pleural adhesions severed to improve the collapse. 
Illustrated by lantern slides. 


Discussion opened by I. A. Bigger, M. D., Rich- 
mond. 
The 


tient. 


Significance and Diagnostic Importance of 
Pain in Disease. 
James E. Paut.in, M. D., Atlanta, Ga. 
(Invited Guest.) 
Non-Tuberculous Suppurative Condition of the 
Lung Treated by Artificial Pneumothorax. 
C. L. Harrety, M. D., Norfolk. 


Abscess in the lung will heal with proper drainage. It is 
the author’s opinion that if a small quantity of air is in- 
jected into the pleural space to act as a buffer and prevent 
adhesions, it is the safest and easiest way of promoting proper 
drainage to abscess in the lung. 2 

Discussion opened by C. W. Scott, M. D., New- 
port News. 

Fever Therapy in Neurosyphilis. 
R. Frn.ey GAYLE, JRr., M. D., Richmond. 

This is an evaluation of the merits of the several types of 


fever therapy used in treatment of neurosyphilis. The technique 
of malarial inoculations and use of diathermy is discussed. 


Discussion opened by J. A. Shield, M. D., Rich- 
mond. 
External Version in the Eighth Month for Breech 
Presentations. 
Paice E. THORNHILL, M. D., Norfolk. 
Report of fifty-eight breech cases, forty-nine of which were 
successfully turned. Vertex delivery is six times safer for the 
child. 
Discussion opened by Waverly R. Payne, M. D., 


Newport News. 
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Thursday, October 17 
9:00 A. M. 
Observations on History Taking in Allergy. 
Oscar SWINEFORD, M. D., University. 


The importance of this history; outline or guide for taking 
histories ; some illustrative cases. 


Discussion opened by 


Management of the Allergic Individual. 
W. AmproseE McGee, M. D., Richmond. 


Success in caring for allergic patients depends upon thorough 
and exhaustive investigations, cooperation, use of numerous 
scratch and intradermal tests and specific antigens for treat- 
ment. 


Discussion opened by Oscar Swineford, M. D., 
University. 


The Results of Roentgen Treatment of Some Very 
Advanced Malignancies. 

Frep M. Hopces, M. D., Richmond. 

Some results which can be obtained at present in certain 


extremely advanced malignancies through the use of high volt- 
age heavily filtered roentgen rays are discussed. 


Discussion opened by Vincent Archer, M. D., 
University. 


An Outbreak of Anterior Poliomyelitis in Char- 
lottesville, Va., and Albemarle County. 
W. W. WapbeLt, Jr., M. D., University. 


Analysis of 110 cases of poliomyelitis observed in clinics of 
University of Virginia Hospital from standpoint of clinical and 
laboratory findings. The estimated incidence in Charlottesville 
and Albemarle is discussed briefly. 

Discussion opened by Wyndham B. 


M. D., Richmond. 


Blanton, 


Diagnosis of the Varieties. 
Howarp R. Masters, M. D., Richmond. 


Lee E. Sutton, M. D., Richmond. 


A discussion of the difficulties met in diagnosing poliomyelitis 
during an epidemic with mention of illustrative cases. 


Discussion opened by F. H. Redwood, M. D., 
Norfolk. 


Poliomyelitis: 


The Diagnosis of Early Syphilis. 
FE. E. Barkspate, M. D., University. 
D. C. Smiru, M. D., University. 
A discussion of modern methods of diagnosing early syphilis 
including the dark-field examination of mailed specimens and 


contact follow-up and follow-back as a method of increasing 
efficiency of diagnosis. 


Discussion opened by Thomas W. Murrell, Rich- 
mond. 


Oyster Roast (Subscription) at Lynnhaven Bay 





ANNOUNCEMENTS 


Registration and Information Bureau 

Monticello Hotel—Seventh Floor. 

Dues may be paid at the Registrar's desk. Please 
advise Registrar of any change of address. 
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SCIENTIFIC SESSIONS 
Monticello Hotel—Seventh Floor. 


BUSINESS SESSIONS 
Council—Tuesday, October 15, at 10:00 A. M., : 
Monticello Hotel. 
House of Delegates—Tuesday, October 15, at 11:1 
A. M., at Monticello Hotel. 


EXHIBITS 
Scientific—Monticello Hotel, Seventh Floor. 
Commercial—Monticello Hotel, Seventh Floor. 


OYSTER ROAST 

A subscription oyster roast will be held on Thurs- 
day afternoon, following the close of the meeting, 
at Lynnhaven Bay, twelve miles from the city. 
Automobiles will be provided for anyone who does 
not have his own car. 

Tickets will be $1.50 each and may be obtained 
from the registration desk. 

Ladies are also invited to this oyster roast. 


GUESTS 
Tuesday night—Arthur C. Christie, M. D., Wash- 
ington, D. C. 
Subject—The Answer of the Medical Profession 
to State Medicine. 
Wednesday night—James_ E. 
Atlanta, Ga. 
Subject—The Significance and Diagnostic Im- 


Paullin, M. D., 


portance of Pain in Disease. 


WOMAN’S AUXILIARY 
Monticello Hotel 


GOLF TOURNAMENT 
The golf tournament will be held Tuesday, Oc- 
tober 15, at the Norfolk Golf Club. This will be 
followed by lunch. Club handicap required. Ap- 
ply to Dr. Claiborne Willcox, Medical Arts Bldg., 
or Dr. M. B. Savage, Wainwright Bldg., both of 
Norfolk. 
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INTRODUCTORY NOTE 

The reports which are to have the consideration 
of the House of Delegates at the Norfolk meeting 
of the Medical Society of Virginia, October 15th, 
16th, and 17th, are given below, in order that the 
delegates and alternates from the component socie- 
ties may acquaint themselves with this business and 
be prepared to discuss and act upon the reports 
promptly when they are brought up by the Presi- 
dent. This plan will expedite the work of the House 
of Delegates and allow its members more time for 
attending the scientific sessions. 

The Council 
MINUTES OF THE MIp-SESSION MEETING 

The Council of the Medical Society of Virginia held 
its mid-session meeting on the afternoon of February 11, 
1935, at its offices in Richmond, Va., with the president, 
Dr. F. H. Smith, of Abingdon, presiding. Others pres- 
ent were: Drs. J. L. Rawls, R. W. Miller, Wright Clark- 
son, E. H. Miller, W. L. Powell, J. E. Knight, C. O. 
Dearmont and C. B. Bowyer, councilors from the 2nd to 
9th districts, inclusive, Dr. P. St. L. 
elect, and Drs. Carrington Williams and Alex. F. Robert- 


Moncure, president- 


son, Jr., vice-presidents, and Miss Agnes Edwards, sec- 
retary. 

It was moved that reading of the minutes of the last 
meeting of the Council, as printed in the November issue 
of the MONTHLY, be dispensed with. 

The Norfolk County Medical Society had suggested 
October 15th, 16th, and 17th, as dates for our 1935 
meeting in Norfolk, and these were adopted by the 
Council. Dr. Rawls, councilor from Norfolk, wished to 
know the opinion of the Council with regard to enter- 
tainments, in view of the action taken for the last 
three meetings. After discussion, motion was adopted 
to try to arrange for a subscription oyster roast on the 
last day of the meeting, this to be held at the luncheon 
hour in time for members to catch the afternoon trains 
home. 

Dr. F. S. Johns, chairman of the Committee on Legis- 
lation, presented a resolution asking the Society to go 
on record as opposing the appointment of a layman as 
manager of the Veteran’s Administration Facility at 
Roanoke, Va., and recommending and endorsing the ap- 
pointment of a properly qualified physician in this posi- 
tion. The discussion brought out the fact that a phy- 











sician had been placed in charge of the medical arrange- 
ments of this Facility. As some of the councilors felt it 
better to let this matter stay as it -had been arranged 
it was voted to table this resolution. 

Miss Edwards stated that the Society's Liberty Loan 
Bonds are among those that have been called on April 
15th, and wished instructions as how to reinvest this 
money. It was voted that this money be invested in 
U. S. bonds to be approved by the Finance Committee— 
Drs. Clarkson and R. W. Miller. 

Dr. Clarkson said that the Petersburg Medical Faculty 
had been talking about a plan of sickness insurance for 
people of moderate means in that city, but they had de- 
cided not to take any definite steps about this until they 
could have an opinion from the Council. The members 
discussed the plan with Dr. Clarkson, following which a 
resolution was adopted that the Council of the Medical 
Society of Virginia has no objections to a component 
society adopting any insurance plan that meets with the 
approval of the local society and is controlled by it, pro- 
vided it does not interfere with the right of any patient 
to choose his or her physician or with the right of any 
physician to refuse to accept a contract to give medical 
services to a patient or a group of patients, with the 
further proviso that the plan is not in conflict with the 
Code of Ethics of the American Medical Association. 

Dr. R. W. Miller said that in the thirty years since 
the adoption of the Federal Food and Drugs Act, there 
have been many notable developments and changes which 
make the present law inadequate to meet modern condi- 
tions and that the American Medical Association had 
petitioned the U. S. Congress to revise the present legis- 
lation regarding this Act. The Council voted to endorse 
the action of the American Medical Association asking 
for this revision. 

Prior to the meeting of the Council there had been a 
general meeting to which had been invited every mem- 
ber of the State Saciety. The object of this meeting was 
to hear the report of the Committee on Medical Economics 
with regard to Sickness Insurance and to have a free 
discussion of the subject. Dr. A. F. Robertson, chairman, 
presented Resolutions from the Committee on Medical 
Economics. These were later presented to the council as 
follows: 

Whereas, sickness insurance is being agitated and urged by 
various agencies, an 

Whereas, some form of health insurance is one of the ob- 


jectives of the President’s Economic Security Committee, un- 
der the caption of ‘“‘provision for meeting the economic risks 
of illness,” and 

Whereas, it is the stated purpose of the President to submit 
a message to Congress on this subject shortly after March 1, 


1935, and 
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Whereas, a particularly pernicious bill has been introduced 
by the American Association for Social Security—the so-called 
Epstein Bill which takes the control of medicine entirely out 
of the hands of physicians and places it in the hands of lay 
individuals ; 

Therefore, be is resolved, that the Medical Society of Vir- 
ginia reaffirm its stand taken in 1933 of opposing any general 
scheme of group payment for medical care, and, especially, 
a policy of national health insurance, for the reason that: 

1. It furnishes an inferior type of service which does not 
provide adequate medical care. This service becomes inferior 
because: 

a. Its actual control falls not into the hands of the 
medical profession but into the hands of the bureaux, com- 
posed largely of non-medical persons—and such bureaux 
have become powerful political machines more concerned 
with the building up of power than with the character of 
the medical services provided for the insured ; 

b. It has done away with the intimate personal relation- 
ship between the patient and the physician and has sub- 
stituted a feeling of suspicion and antagonism and so 
created an atmosphere in which the ingenuity, creative 
ability, leadership, and satisfactory medical care have 
languished ; 

ce. The quantity of minor and imaginary ailments pro- 
duced which are not benefited by medical care, together 
with numerous reports, have so taken up the time of 
the examiners that the examinations have been hasty and 
superficial ; 

d. Where drugs have been provided, it has inevitably led 
to overmedication. 

2. It does not further preventive medical care as the statis- 
tics of all countries show no change in mortality rates and a 
tremendous increase in sickness rates. Where cash benefits 
are provided the insured are more interested in these benefits 
than in the prevention of disease. 

8. It entails enormous governmental expenditures and re- 
sults in increased taxation. 

4. It is a particularly evil form of paternalism and distinctly 
un-American, for the government on the one hand to single 
out one profession and tell them how to run their business, 
and on the other hand, to tax individuals and corporations 
to provide the money, and to decide for them how it is to 
be spent, and 

Further, be it resolved, that the following steps be taken 
to insure adequate medical care to the citizens of Virginia. 

1. That each county medic¢al society foster committees com- 
posed of representatives from the medical, dental, nursing and 
hospital associations, from welfare workers, and civic bodies 
to make a survey to determine the status of medical care in 
the State, particularly as regards the indigent and low in- 
come classes, and to perfect plans for medical care. 

2. That the Medical Society of Virginia wili see to it that 
the local county and city medical society will become the cen- 
ter of medical service within its territory; that it will admit 
to its membership only those physicians who, by character, 
equipment and skill, are capable practitioners. 

3. That, for the same reason the State aids undergraduate 
study of medicine, so the State should be interested in carrying 
on graduate education, and should contribute to postgraduate 
education to the doctor through the two medical schools. 

4. That every accredited physician should be a member of 

the staff of one or more of these accredited hospitals. v~acticing 
in and from the hospital; and as a corollary, hospital service 
should be taken to the patient’s home just as far as it is 
practicable to do so in order to avoid over-hospitalization and 
increased costs. 
_5. That experiments with various plans for pre-payment of 
bills for medical and hospital care be continued by local medi- 
eal societies. That in the formulation of these plans, the 
ten principles laid down by the American Medical Association 
in June, 1934,* be strictly observed and that time be given to 
evaluate the results of various experimental plans lest we adopt 
the evils present in all current forms of national health in- 
surance. 

6. Finally, that representatives of the State Society appear 
before each county society or its equivalent and present in 
substance the intent of the proposed bills for health insurance 
and determine the professional sentiment to guide us in our 


future action. 


_After a very general expression of opinion, one of the prin- 
cipal speakers being Dr. J. Shelton Horsley, a member of the 
Medical Advisory Board of President Roosevelt’s Committee on 
Economic Security, the following substitute motion for the re- 
port of the Medical Economics Committee was adopted: 
_Resolved that the secretary of the Medical Society of Vir- 
ginia be requested to write the National Committee on Economic 
Security that we desire to cooperate in every possible wa: 
with them provided always the control of the practice of medi- 
cine remain with the medical profession and divorced fron 
every form of political control. 


When the question was considered in the Council, Dr. 
Moncure moved, and this was seconded, that the report 
of our Medical Economics Committee be adopted rather 

*Ten Principles, J. A. M. A., June 30, 1934, page 2220. 
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than the substitute decided upon in the general meeting 
Not knowing what action would be taken by the Hous 
of Delegates of the American Medical Association a 
its special meeting to be held on the 15th of Februar: 
and as no bill had yet been presented to Congress i 
regard to sickness or health insurance, a substitute mo 
tion was offered that the whole question of sickness in 
surance be tabled until such time as the President of the 
Society sees fit to call a meeting of the Council to con 
sider it again. The substitute motion carried. 

The secretary was then instructed to send each coun- 
cilor a copy of the resolutions prepared by the Medica! 
Economics Committee and also a copy of the bill on 
sickness or health insurance when presented to Congress 
that they might bring this matter to the attention of the 
societies in their districts and get the consensus of opin- 
ion of the members. 

There being no further business, the Council adjourned. 
F. H. Smitu, President AGNES V. Epwarps, Secretary. 

Report of Delegates to the American Medical 

Association 
To THE House oF DELEGATES OF THE MEDICAL SOCIETY OF 

VIRGINIA: 

Your three delegates were all present at the first meet- 
ing of the House of Delegates of the American Medical 
Association in Atlantic City on the morning of June 10, 
1935. ‘They were all three present at each one of the 
subsequent meetings. The proceedings of these meet- 
ings will be published in the Journal of the American 
Medical Association in detail, and therefore, it is useless 
for us to report to you anything more than our general 
impressions of what occurred in the House of Delegates. 

For the first time in the history of the American Medi- 
cal Association, the Canadian Medical Association joined 
in the scientific meetings. The officers of the Canadian 
Medical Association were also introduced to the House 
of Delegates and attended some of the sessions of the 
same. 

This year, for the first time, a Committee was appointed 
to investigate the various fields concerning birth control 
and contraceptives, and to report back at the meeting 
in 1936. 

The question was raised as to whether the investiga- 
tion of hospitals approved by the American Medical 
Association for the training of interns should not be done 
by the local County or State Medical Association instead 
of the American Medical This 
ferred to a committee. 

The Texas membership were very insistent that the 
United States Government be petitioned to use its in- 
fluence to stop the dissemination of medical misinforma- 
tion coming over the radio from Mexico. ; 

Of course, the various problems concerning socialized 
medicine received full and frequent discussion. It is 
very evident that the American Medical Association in- 
tends to maintain its position as outlined in the ten ar- 
ticles promulgated at the called meeting of the House of 
Delegates in Chicago. It is also very evident that the 
sentiment was against the granting of medical licenses 


Association. was re- 
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» United States citizens who graduated from medical 
leges abroad. Certainly it was evident that such men 

ould not be ‘allowed to practice in the United States 
vithout passing the State or National Boards. 

President Bierring’s address was an historical review 
f the American Medical Association for the past thirty- 
ne years. He paid a lot of attention to the influence of 
ie American Medical Association in guiding legislation 
n Governmental affairs. 

The outstanding point of the secretary’s report was 
the fact that the membership of the American Medical 
Association is now, for the first time, over one hundred 
thousand. 

The House of Delegates went on record as opposed to 
a physician being an active member of more than one 
component part of the American Medical Association at 
the same time, that is for instance, a physician who is 
an active member of two different state societies at the 
same time. 

All three of your Virginia delegates voted for Dr. J. 
[Tate Mason, a native of our State and a graduate of 
the University of Virginia, for president. 

All three voted for Chicago as the next place of 
meeting, but Kansas City was selected. 

Respectfully submitted by 
J. C. Friiepin, M. D., 
WricuT CLarkson, M. D., 
Hucu H. Trout, M. D., Chairman. 
June 20, 1935. 


Report of Executive Secretary-Treasurer 


To THE PRESIDENT AND MEMBERS HOUSE OF 

DELEGATES: 

The Committees appointed by the President to take 
charge of the special affairs of the Society have ac- 
complished excellent work. There has been no lessen- 
ing in the amount of detail work at headquarters and 


we wish to thank our members for their cooperation at 


OF THE 


all times. 

We are very grateful to Mr. George B. Zehmer, of 
the Extension Division of the University of Virginia, 
for the splendid assistance he has given the Society in 
the furtherance of its educational program, as executive 
secretary of the Department of Clinical and Medical 
Education. It is imperative to have additional funds to 
keep this feature to the high standard it has enjoyed 
in the past few years, and it seems possible that this 
may eventually be cared for in part if we can secure 
a trust fund as recommended by Dr. Bates in his report 
as chairman of the Committee to Administer the Trust 
Fund for Postgraduate Clinical Education. 

There have been the usual membership changes with 
perhaps a few more losses due to financial conditions. 
Definite figures will be given at our meeting. 

In accordance with action of the Council last Fall, 
charter was issued the Orange County Medical Society. 
This makes us have a total of fifty-two chartered so- 
cieties representing eighty-nine counties and one city. 
Several of these are inactive, due to the limited num- 


ber of doctors residing in some counties. On the whole, 
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however, a much greater interest is manifested in medi- 
cal matters in the State. 

In February, at the special meeting of the House of 
Delegates of the American Medical Association, held for 
a consideration of the social and economic policies of 
the Association as related to pending and proposed leg- 
islation, sickness insurance, etc., our Society was repre- 
sented by Dr. Warren F. Draper, Dr. J. C. Flippin, 1934 
delegates as requested, and Dr. P. St. L. Moncure, alter- 
nate for Dr. Hugh H. Trout. The resolutions adopted 
at that meeting appeared on pages 717 and 718 of the 
March, 1935 issue of the MonTHLy. At the annual 
meeting of the American Medical Association in June, 
we were represented by our regularly elected delegates, 
Dr. J. C. Flippin, Dr. Hugh H. Trout, and Dr. Wright 
Clarkson. 

The President appointed Dr. C. C. Coleman, of Rich- 
mond, to represent the Society at the Governor’s State- 
wide Safety Conference held in Richmond in May. 

Our financial status shows some improvement since last 
year as our budget was adopted with a view of living 
within expected receipts and an increase in the number 
of advertising pages in the MONTHLY has been of some 
assistance. Books will be audited after the close of our 
financial year—September 30th—and a detailed financial 
statement will appear in the minutes of the meeting in 
the December issue of the journal. In accordance with 
instructions from the Council, $1,500.00 of Government 
bonds, upon maturity, were re-invested in other Govern- 
ment bonds, though these are at a lower rate of inter- 
est. We have received several payments on the prin- 
cipal of the $1,000.00 bond held in trust which we were 
to receive if and when as much as 5 per cent of the 
principal was collected, and hope we may ultimately re- 
cover the full amount of the bond. 

We wish to assure our members of our desire to be 
of service whenever occasion arises and trust we may 
all pull together in the coming year for the success of 
our organization. 

AGNES V. EDWARDS, 
Executive Secretary-Treasurer. 


Report of the Publication and Program Committee 

The Committee has met several times during the year 
and given its approval to the conduct of the MONTHLY 
—expressing among other things its pleasure over the 
decided increase in income which has been made pos- 
sible through increased advertising. 

Changes in the program for the annual meeting made 
last year seemed to be widely approved and the Com- 
mittee has again followed in general the plans previ- 
ously laid down. 

J. H. NEFF, 
H. A. Tass, 


W. B. BLAnton, Chairman. 


Report of Committee on Scientific Exhibits and 
Clinics 

The Committee was notified of its appointment by 

Dr. F. H. Smith, the President of the Society, October 

19, 1934. As in the past the Committee has carried on 
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its work chiefly by correspondence. No formal meetings 
of this Committee have been held. Dr. F. C. Rinker, 
of Norfolk, Va., was appointed local chairman of the 
Committee by the Society in Norfolk in May, 1935. In 
June, 1935, the Secretary of the Society sent out cards 
asking that those who wished to present scientific exhibits 
notify the Chairman of the Committee not later than 
August 20, 1935. At the end of that time three members 
of the Society had expressed their wish to present scien- 
tific exhibits and the Chairman of the Committee obtained 
one additional exhibit from the American Medical Asso- 
ciation. This makes to date four scientific exhibits which 
will be presented. If the habit of past years continues 
there will no doubt be several additional applications 
for exhibits shortly before the time of the meeting. It 
is hoped, therefore, that the scientific exhibits will be 
a success. 

The clinics have not been completely arranged for, but 
plans are under way for the holding of clinics by the 
invited guests of the Society and these will be completed 
at an early date. 

The appropriation for the work of the exhibits will 
be turned over completely to the local chairman and it 
is hoped that it will be adequate for the expenses of 
arranging the exhibits. In the past it has usually been 
inadequate but the deficiency has been generously made 
up by the local Society at the place of meeting. 

As in the past the Executive Secretary of the Medical 
Society of Virginia, Miss Agnes V. Edwards, has been 
invaluable in cooperating with this Committee. 

Respectfully submitted, 
J. D. Wiis, M. D., 
J. L. Wright, M. D., 
C. B. Morton, M. D., Chairman. 


Report of Department of Clinical and Medical 
Education 

The Department of Clinical and Medical Education 
conducted during the year four postgraduate lecture- 
clinics in the subject of Pediatrics, one each in South 
Boston, Christiansburg, Nassawadox and Norfolk. The 
services of Dr. Samuel F. Ravenel, Greensboro, N. C., 
specialist in Pediatrics were obtained to conduct the 
clinics in the first two centers while those of Dr. George 
M. Lyon, Huntington, W. Va., specialist in Pediatrics 
also, were secured to direct those in the remaining cen- 
ters. In addition to these four clinics, three postgradu- 
ate clinics were conducted in cooperation with the De- 
partment by the Medical Schools of the State, two by 
the Department of Medicine of the University of Vir- 
ginia and one by the Medical College of Virginia. 

Forty-three physicians enrolled in the lecture-clinics 
conducted in extension, an average of approximately 
eleven physicians to a center, while 143 doctors attended 
the clinics conducted in the Medical Schools. In addi- 
tion, sixteen physicians, although not regularly enrolled, 
attended from one to three sessions in the extension 
clinics. In all, the Department, with the help of the 
Medical Schools, actually gave postgraduate instruction 
to 202 members of the profession during the year. 
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The table that follows gives in detail facts, based 
reports of the instructors and on questionnaire retur 
from physicians, concerning the four extension clini 
Most significant perhaps are the facts that of the thirt 
one physicians attending the ‘clinics who returned t 
questionnaire, twenty-eight stated that the lectures a: 
discussions by the physicians were excellent, twenty-ni: 
stated that the clinics were worth the time and mon 
spent, and twenty-seven stated that they were intereste 
in future courses. Of subjects suggested for futu: 
clinics, internal medicine was first in order with gener: 
medicine and gynecology next. 


SUMMARY OF QUESTIONNAIRE RETURNS 





s pe 
Comunities in which clinics were 3 & 3 
held & 5 r—| - 
y } : 2 = 
3s ¢ 8 — 3 
3 & & S 3 
n oO Z Zz & 
No. of physicians enrolled_.____- 1 ll 12 8 3 
Visitors (not enrolled but attend- 
ing from 1 to 3 sessions) -__-__ 4 3 5 16 
No. replying to questionnaire._.. 5 10 9 7 31 
Were the lectures: 
excellent 5 10 & 5 28 
BIE .anadce 1 1 
2a 
= 
Were the we Sp 
CO ee 2 1 2 5 
eee 3 2 3 1 9 
_ eee 1 6 2 1 10 
-ongeaa ae smanesandin 1 1 2 
EE — timeiana cen emceman 1 1 
Worth time oad money: 
ee en 5 10 9 2 
eee 1* 1* 
Features especially valuable: 
Lectures ---.--..----- 1 4 1 1 7 
Infant feeding -._----- 1 1 1 2 5 
Commor sense methods’ 1 3 1 5 
3 {eee 1 3 4 
Instructor -............ 1 1 1 3 
New methods of diag- 
nosis and treatment_-_ 1 1 2 
PEIN canedcsccat Sccaieacie 1 1 
Personal contacts with 
physicians  _--.------ 1 1 
Frank discussions ----- 1 1 
Infections and preven- 
tive measures ___--_- 1 1 
Features especially weak: 
— re See 2 5 3 4 14 
Time of meeting -__--- 1 1 2 
I ie a 1 1 2 
Lack of clinical ma- 
eae 1 1 
Interested in future courses? 
DON: seitidudcasddua sénm 1 1 
EEE 5 10 7 5 27 
Subjects : 
Any subject -_... ___- 3 1 4 8 
Internal medicine ____- 2 3 1 6 
General medicine ____- 1 2 1 4 
Gynecology -__ _______- 3 1 4 
Dermatology —________ 1 1 2 
eee 1 1 
Dermatitis features -_- 1 1 
Medical ethics -____--_- 1 1 
Suggestions: 
South Boston— 
“More of the courses, possibly on the Minnesota plan.” 
“More clinical material.” 
“Keep it up.” 
Christiansburg— 
“Improved clinics.” 
one. Am entirely satisfied.” 
“Better attendance on the part of physicians.” 
Nassawadox— 
“I hardly see how the clinics could have been improved 


unless we had had more clinical material.’ 

“Important to select suitable hour of day.” 

“An excellent method for getting men in practice abreast 
of the times.’ 


*Physician could not attend clinic after joining. 
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Norfolk 
“Season and hours not suitable. Fee too high.” 
“Less time spent on individual subjects so that 
ground can be covered.” 
“Clinician should appear before local society before be- 
ginning clinic.” 


more 


In an attempt to evaluate its work, the Department 


iust observe that it faced not an easy task at the be- 


ining of the year. Approximately 80 per cent of the 
vsicians who had enrolled in the postgraduate clinics 
pre-natal and post-natal instruction conducted by the 
ciety during the two previous years had asked for 
rther courses. While the pre-natal and post-natal pro- 

am had been rather handsomely financed by grants of 
ipproximately $9,000.00 annually by the Commonwealth 
Fund of New York City and of appropriations of $2,500.00 
innually from the Medical Society of Virginia, the De- 
partment for the year covered by this report was assured 
of only the balance on hand from the previous year of 
some $600.00 and an appropriation of $250.00 by the 
The 
Virginia held out the hope for some assistance, not to 
exceed $500.00. 
to be derived from the enrollment fees paid by doctors 


Society. Extension Division of the University of 


And there was an undetermined amount 
joining the clinics. At the outside the Department could 
not anticipate a budget in excess of $2,000.00. Obviously 
the Department could not realize the desire to offer post- 
graduate instruction during the year to all of the phy- 
sicians in the State who had expressed their intention of 
participating in future courses. Under the circumstances, 


thoughtful consideration that it could 


it decided after 
attempt to do no more than keep alive the idea of con- 
tinuous training and the plan of postgraduate education 
that had been inaugurated by the Society. Even in the 
face of such an unpretentious program, the Department 
reluctantly decided, after conferring with one of the 
local societies interested in holding a clinic and receiv- 
ing their generous approval of the proposal, to increase 
the individual enrollment fee for physicians from $5.00 
to $10.00 in order to derive additional income to finance 
the few clinics anticipated. The Department expressed 
its interest in and approval of the postgraduate clinics 
conducted at frequent two Medical 
Schools and voiced the hope that these institutions would 


continue uninterruptedly this form of postgraduate medi- 


intervals by the 


cal education. 

The Department was also disturbed over the loss of 
its very efficient 
Mr. George W. Eutsler. 


industrious executive 


Mr. Eutsler had proved himself 


and secretary, 


a most valuable and ingenious assistant. His resignation 
was accepted in view of the fact that he had moved to 
Kingsport, Tenn., as the Director of the Holston Valley 
Community Hospital. Mr. George B. Zehmer, Director 
of Extension in the University of Virginia, was elected 
as his successor. 

In view of the limited resources and the uncertainty 
of an exact budget, the Department authorized the new 
secretary, under plans which it outlined and which con- 
formed closely to those adopted previously for the clinics 
in pre-natal and post-natal instruction, to conduct not 
less than two and no more than four clinics. The clinics 
were recommended in the subject of Pediatrics because 
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of the fact that the majority of physicians requesting fu- 


ture courses had listed Pediatrics as their first choice. 
The Department appointed a committee consisting of 


Drs. Flippin and Sutton to select the clinicians. It recom- 
mended that the clinics insofar as possible be conducted 
in widely separated sections of the State. Among pos- 
sible centers it suggested those of Abingdon, Christians- 
West, South 


Fredericks- 


Harrisonburg in the 
South, 
the Eastern Shore, Norfolk, Newport News, Sussex 
The final 


burg, Staunton, and 


Boston and Martinsville in the and 


burg 


and Petersburg in the East. decisions and 


results have been reported. 


CONCLUSIONS AND RECOMMENDATIONS 
Although the Department was limited in its resources 
and was unable to conduct but four extension clinics, a 
small number in comparison with the number conducted 
The 


frank and enthusiastic replies from physicians convince 


in previous years, it is encouraged by the results. 


the Department that practitioners in the State approve 
of the continuation of the plan of postgraduate instruc- 
“More of it!” are typical comments 


tion. “Good work!” 


from physicians who attended the clinics. This encour- 
aging note is emphasized also by the reports from the 
written most compli- 


and 


clinicians who have spoken and 


mentary of the doctors who attended the clinics 
most enthusiastically of the plan of instruction. 

The Department feels that it was particularly fortu- 
nate in securing Drs. Ravenel and Lyon to conduct the 
lecture-clinics. They proved themselves ideally prepared 
from the point of view of training, experience, personality 
and interest. That their fitness was realized is attested 
by the reports from the physicians attending the courses. 

The Department recommends that the Society adopt 
ways and means for continuing its program of post- 
graduate instruction, and for adapting and enlarging it 
from time to time as the interests of the physicians de- 
mand and as resources make possible. 

There follows a financial report and a list of the names 
and addresses of physicians who enrolled in the clinics, 
those conducted in the medical teaching centers by the 
Medical Schools as well as those conducted in extension. 

Respectfully submitted, 


R. D. Bates, Chairman. 


PHYSICIANS ENROLLED IN SOUTH BOSTON CLINIC 
Rk. H 


Dr. Fuller, South Boston, Va. 
Dr. G. A. Stover, South Boston, Va. 
Dr. C. B. White, Halifax, Va. 

Dr. W. L. Williams, Brookneal, Va. 


Dr. W. O. Tune, Brookneal, Va. 

Dr. W. P. McGuire, Wylliesburg, Va. 
Dr. J. A. Owen, Turbeville, Va. 

Dr. J. D. Hagood, Clover, Va. 


Dr. I. K. Briggs, South Boston, Va. 

Dr. W. L. Eastlack, South Boston, Va. 

Dr. D. C. Steelsmith, South Boston, Va. 

Dr. W. C. Brann, South Boston, Va. 
Visitors 

Dr. P. W. Miles, Danville, Va. 

Dr. H. C. Chalmers, Phenix, Va. 


Two Nurses, Halifax County. 
PHYSICIANS ENROLLED IN CHRISTIANSBURG CLINIC 
Dr. A. M. Showalter, Christiansburg, Va. 
Dr. Jack Porterfield. Christiansburg, Va. 
Dr. F. Manges, Blacksburg, Va. 
Dr. H. Nixon, Christiansburg, Va. 
C. Bedsaul, Floyd, Va. 
M. DeHart, Christiansburg, Va. 
K. Lloyd, Christiansbuig, Va. 


Dr. 
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Dr. John Giesen, Radford, Va. 
Dr. S. J. Beeken, Cambria, Va. 
Dr. S. A. Tuck, Pembroke, Va. 
Dr. G. W. Morse. 


Visitors 
Dr. Saunders. 
Dr. J. H. Woolwine. 
Dr. T. H. Clark, Christiansburg, Va. 
Dr. S. A. Draper, Pulaski, Va. 


PHYSICIANS ENROLLED IN NASSAWADOX CLINIC 
Dr. S. K. Ames, Cape Charles, Va. 
Dr. C. E. Critcher, New Church, Va. 
Dr. J. L. DeCormis, Accomac, Va. 
Dr. H. L. Denoon, Nassawadox, Va. 
Dr. W. T. Green, Cape Charles, Va. 
Dr. J. R. Hamilton, Nassawadox, Va. 
Dr. W. C. Henderson, Nassawadox, Va. 
Dr. G. W. Holland, Eastville, Va. 
Dr. J. W. Jackson, Machipongo, Va. 
Dr. J. M. Lynch, Cane Charles. Va. 
Dr. E. H. Trower, Eastville, Va. 
Dr. Rooker White, Keller, Va. 


Visitors 
Dr. C. M. Easter, Chincoteague Island, Va. 
Dr. J. F. Edmonds, Accomac, Va. 
Dr. A. F. Wood, Parksley, Va. 


PHYSICIANS ENROLLED IN NorRFOLK CLINIC 
Dr. E. R. Altizer, Berkley, Va. 
Dr. ye Roxobel, N. C. 
Dr. A. M. Burfoot, Fentress, Va. 
Dr. W. A. Hoggard, Hertford. N. C. 


Dr. P. St. L. Moncure, Norfolk, Va. 

Dr. J. R. Spencer, South Mills. N. C. 

Dr. L. N. Simpson, Berkley, Va. 

Dr. F. D. Wilson, Norfolk, Va. 
Visitors 

Dr. T. L. Brooks, Oceana, Va. 

Dr. J. L. Rawls, Suffolk, Va. 

Dr. Mullins, Norfolk, Va. 


Dr. W. P. McDowell, Norfolk, Va. 
Dr. W. L. Harris, Norfolk, Va. 


PROGRAM 
MEDICAL COLLEGE OF VIRGINIA CLINIC 
April 29-30, 1935 


Monday, April 29, 1935 
Embolism of the Arteries of the Extremities. 
r. Gunnar Nystrom, Uppsala University, Sweden. 


- Tuesday, April 30, 1935 
Etiology and Prevention of Suppurative Diseases of the Lung. 
Dr. I. A. Bigger, Professor of Surgery. 
The Physicians Part in the Control of Venereal Diseases. 
Dr. E. L. McQuade, Director of Rural Health Work, State 
Board of Health and Associate in Preventive Medicine. 
Prevention of Communicable Diseases. 
Dr. Lee E. Sutton, Jr., Associate Professor of Pediatrics. 
Contraceptive Technique. 
Dr. H. Hudnall Ware, Associate Professor of Obstetrics. 
Convalescence from a Preventive Standpoint. 
Dr. William H. Higgins, Professor of Clinical Medicine. 
Dangers Incident to the Use of Certain Drugs. 
Dr. Harvey B. Haag, Professor of Pharmacology. 
Ward Rounds, or Outpatient Clinics, as desired 
Round Table Discussion: Subject, Medical Economics. 
sion led by Dr. C. C. Coleman, 
Surgery. 
Pulmonary Embolism. 
Dr. Gunnar Nystrom, Uppsala University, 


Discus- 
Professor of Neurological 


Sweden. 


PHYSICIANS ATTENDING 


Dr. J. E. Raby, Tarboro, N. C. 

Dr. J. F. Thaxton, Tye River, Va. 
Dr. John Hundley, Lynchburg, Va. 
Dr. J. O. Matthews, Clinton, N. C. 
Dr. B. L. Quarles, Newport News, Va. 
Dr. J. A. Rucker, Bedford, Va. 

Dr. F. D. Wilson, Norfolk, Va. 


Dr. Marshall Payne, Staunton, Va. 
Dr. Harvie Baker, Norfolk, Va. 

Dr. C. F. Manges, Blacksburg, Va. 
Dr. W. C. Yeatts, Danville, Va. 

Dr. S. E. Gunn, Hopewell, Va. 

Dr. A. E. Turman, Richmond, Va. 
Dr. D. M. Kipps, Front Royal, Va. 
Dr. W. C. Caudill, Pearisburg, Va. 
Dr. C. H. Iden, Berryville, Va. 

Dr. G. C. Amory, Hilton Village, Va. 
Dr. Grant Elliott, Orange, Va. 

Dr. L. C. Haynes, Mt. Jackson, Va. 
Dr. H. B. Dameron. Laurel, Md. 
Dr. N. G. Wilson, Norfolk. Va. 

Dr. H. W. Pritchett, Danville, Va. 
Dr. P. W. Miles, Danville, Va. 

Dr. J. J. Neal, Danville, Va. 
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.Jones, Montgomery, W. Va. 


Dearmont, White Post, Va. 
Ruffin, Ahoskie, N. C. 

Ruffin, Ahoskie, N. C. 

Odom, Ahoskie, N. C. 

Bowyer, Stonega, Va. 

F. Gill, Richmond, Va. 
Raiford, Franklin, Va. 

W. Martin, Roanoke Rapids, N. C. 
S. Mason-Grigg, Petersburg, Va. 
M. Habel, Jetersville, Va. 

Dr. F. P. Fletcher, Richmond, Va. 

Dr. G. S. Fultz, Butterworth, Va. 

Dr. Ennion Williams, Richmond, Va. 


PROGRAM 
UNIVERSITY OF VIRGINIA HOSPITAL CLINICS 


. R. H. 
Dr. O. F. Mitchell, Franklin, Va. 
Dr. J. W. Wilkins, Mt. Owen, N. C. 
Dr. J. H. Cutchin, Whitakers, N. C. 
Dr. B. A. Hopkins, Stuart, Va. 
Dr. F. T. Cassiday, Fredericksburg, Va. 
Dr. N. B. Jeter, Covington, Va. 
Dr. A. B. Sloan, Mooresville, N. C. 
Dr. C. L. Neale, Fort Sam Houston, Texas. 
Dr. R. H. Pretlow, Suffolk, Va. 
Dr. W. J. Ozlin, South Hill, Va. 
Dr. G. B. Robertson, Jackson, N. C. 
Dr. B. W. Wilkinson, Clarksburg, W. Va. 
Dr. J. W. Smith, Hayes Store, Va. 
. C. O. 
. D. W. 
. J. B. 
. H. C. 
. & B. 
. Thos. 


> 
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Friday, November 16, 1934 

Medical Clinic. Dr. J. C. Flippin. 
Discussion. 
Agranulocytosis. Dr. H. B. Mulholland. 
Discussion. 
Laboratory Diagnosis of Anemia. Dr. W. E. Bray. 
Discussion. 
Ward Rounds— 

Orthopedics. Dr. R. VY. Funsten. 


Internal Medicine. Drs. J. C. Flippin and J. E. Wood 
Neurology and Psychiatry. Dr. D. C. Wilson. 
Dermatology and Syphilogy. Dr. D. C. Smith. 

Appendicitis in Children. Dr. W. H. Goodwin. 

Discussion. 

Round Table. 


PHYSICIANS ATTENDING 
Dr. R. E. Booker, Lottsburg, Va. 
Dr. Frank Tappan, Berryville, Va. 
Dr. Carroll Iden, Berryville, Va. 
Dr. Charles Dearmont, White Post, Va. 
Dr. A. E. Turman, Richmond, Va. 
Dr. H. M. Wallace, Staunton, Va. 
Dr. W. H. Turner, Round Hill, Va. 
Dr. B. A. Rice, Forest, Va. 
Dr. L. G. Roberts. Moorman’s River, Va. 
Dr. E. G. Scott, Lynchburg, Va. 
Dr. J. O. Mundy, Charlottesville, Va. 
Dr. John E. Cole, Fredericksburg, Va. 
A. Sizer, Schuyler, Va. 
W. Scott, Newport News, Va. 
W. Carper, Front Royal, Va. 
T. Hawkins, Waynesboro, Va. 
F. Robertson, Staunton, Va. 
A. Murphy. Staunton, Va. 
. H. Craig, Richmond, Va. 
H. Apperson, Richmond, Va. 
S. DeJarnette, Staunton, Va. 
J. Payne, Staunton, Va. 
Dr. Glenn C. Campbell, Staunton, Va. 
Dr. H. F. White, Fishersville, Va. 
Dr. H. J. Morton, Stuarts Draft, Va. 
Dr. M. B. Jarman, Hot Springs, Va. 
Dr. Jeanette M. Jarman, Hot Springs, Va. 
Dr. F. D. Daniel, Charlottesville, Va. 
Dr. Hunter Williams, North Garden, Va. 
Dr. J. J. Waff, Shenandoah. Va. 
Dr. B. F. Randolph, Arrington, Va. 
Dr. D. E. Watkins, Waynesboro, Va. 
Dr. Dan Nichols, Charlottesville, Va. 
Dr. B. C. Shuler, Shenandoah, Va. 
Mr. W. E. Hisey, Shenandoah, Va. 
Dr. W. A. Kyger, Free Union, Va. 
Dr. E. D. Davis, Stanardsville, Va. 
Dr. Elizabeth Cole, Norfolk, Va. 
Dr. C. M. Watson, Broadway, Va. 
Dr. J. C. Harshbarger, Harrisonburg, Va. 
Dr. A. H. Koppernd, Saskatchewan, Canada. 
Dr. R. L. Miller, Mt. Solon, Va. 
Dr. Wm. Jordan, Richmond, Va. 
Dr. K. D. Graves, Roanoke, Va. 
Dr. Anita Lotti, Charlottesville, Va. 
Dr. Eleanor McCoy, Baltimore, Md. 


r 
OEM ge? HOOP 


Friday, May 10, 1935 
Diagnosis on’ Treatment of the Commoner Affections of the 


Eye. Dr. H. S. Hedges. 
Discussion. 
Bronchiectasis. Dr. E. C. Drash. 
Discussion. 
Some Aspects of Renal Infection. Dr. J. H. Neff. 
Discussion. 
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he Early Orthopedic Treatment of Poliomyelitis. Dr. Robert Paid by Extension Division 
Funsten. Geo. B. Zehmer, Executive-Secretary, traveling ex- 
L-iseussion. DARE: oc nanncdntaniiantiinnn dicks anbaka aaa aka -$ 16.03 
Ward Rounds. .- _ a C. Flippin, traveling expenses committee meet- 
Mase Te We WR ———i—i—iCiCiCéiCéiCéCiCC Cg  IMIMBMIII!’ sete: st sin i es hei et cn i tal ce we og enc ein i sti sina 4.40 
Discussion. Michie Co., Charlottesville, printing Christiansburg an- 
4 Round Table. BMRA as oe ia ee eens tn 7.75 
ia Jarman’s, Inc., Charlottesville, printing Nassawadox an- 
c DOUMONONEE nic dc cncdminsncecramcicesenes aoesunu 4.00 
re PHYSICIANS ATTENDING Jarman’s, Inc., Charlottesville printing Norfolk an- 
Dr. A. E. Turman, Richmond, Va. nouncements = ---~~----------------------.---------- 9.00 
Dr. S. G. Miller, Piney River, Va. Telegrams, long distance calls -.--------------------- 19.97 
Dr. H. T. Hawkins, Waynesboro, Va. Business letter service, Huntington, W. Va.—cutting 
Dr. W. C. Archer, Waynesboro, Va. stencils Dr. Lyon’s lectures -.--~.--.------ 25.17 
Dr. G. L. Morriss, Victoria, Va. Dr. Geo. M. Lyon, balance on $700.00 for conducting 
Dr. Elisabeth B. Sherman, Front Royal, Va. Nassawadox and Norfolk clinics -.-.------ --------- 120.00 
Dr. Kipps, Front Royal, Va. 4 
Dr. B: A. Rice, Forest, Va. ® g 
Dr. R. E. Booker, Lottsburg, Va. Sumnee i 
Dr. E. M. Chitwood, Wytheville, Va. Total Cost : j $1.645.9 
Dr. Marshall J. Payne, Staunton, Va. ese WN ts eee ee - 040.96 
Dr. Alex. F. Robertson, Jr., Staunton, Va Contributed by 
Dr. J C. tee mw Chavtotteaville To. : Committee on Pre-natal and Post-natal In- 
. . . ’ s . 7 wry e709 KK 
Dr. J. F. Thaxton, Tye River, Va. struction RS ee 5 eae “Ayn gaan arian: $726.55 
He St ie: Graliass Staiton Oa Physicians enrolling in clinics___- -- 413.00 
be Ht. Rentist. ler Deost. Va. State Medical Society -..-__------ ; _ 250.00 
I. B- Bailey, Mant ay ies Extension Division, University of Virginia___ 266.32 
Dr. R. L. Hillman, Emory, Va. ep: $1.655 87 
ag ee ee =” Va. Balance on hand, September 1, 1935-------------------$ _9.91 
Dr. L. G. Roberts, Moorman’s River, Va. raining 
oy > > aa be ee Report of Committee on Legislation 
= ag ren ge dg Va The Committee on Legislation has been active during 
Dr. Anita Lotti, Charlottesville, Va. the past year in National and State legislative matters 
Dr. W. A. Kyger, Free Union, Va. P : ° P 
Dr. W. R. Warren, Woodberry Forest, Va. and has communicated with our representatives in Con- 
ood. a = Toke “one M ig gress in regard to these when occasion necessitated. 
i Dr. J. F. Wright, Petersburg, Va. However, there is no definite report to make at this 
i Dr. Chas. W. Scott, Newport News, Va. x : P 
5 Dr. J. O. Mundy, Charlottesville, Va. time. 
} Dr. J. F. Hubbard, Waynesboro, Va. = "B.? 
4 , } , ow 4 . 
; Dr. Chas. E. Watson, Broadway, Va. FRANK S. JoHNs, Chairman. 
3 Dr. J. * Scherer, Richmond, Va. 
a Dr. N. Bloom, Richmond, Va. ‘ ° P 
B Dr. H. S. Daniel, Louisa, Va. Report of Medical Economics Committee 
3 Dr. W. A. Murphy, Staunton, Va. ‘ ‘ : ° 
Dr. W. R. Martin, Charlotte Court House, Va. The most important question under consideration by 
lej i © . e 
_ yg agg gg Ree or or lg this committee has been the threat of the government, 
Dr. F. T. Cassidy, Fredericksburg, Va. national or state, taking over the control of the practice 
Dr. Lee Cooke, Fredericksburg, Va. mage . j 
Dr. C. C. Canada, Staunton, Va. of medicine, the present trend being in the direction of 
De. FF y is, Scottsville, Va. : : : 
e. FUREY SEneein, Deorerite : a national system of sickness insurance. 
eee aN ME gE ey ey In an effort to obtain the considered opinion of the 
pare members of the Medical Society of Virginia a question- 
4 ? § 
s , naire was sent out to the entire membership. From the 
Balance from committee on pre-natal and post-natal = 
RMU ii tee -. $ 562.55 replies of nearly one-fourth of our members some inter- 
Mississippi State Board of Health Sale of manikin and ie : 
AEST as eae he oc RIT RS As Sis NET 149.00 esting facts are shown. The tabulated results are shown 
2 Pre. > 
Ae E 7 yeneidenmctanbtanmmimt ae ST na 
Enrollment fees—South Boston Pediatric Clinic, 12 @ tied Your committee has been unalterably opposed to any 
Sree Gee REE 20.00 ; , : 
Enrollment fees—Christiansburg Pediatric Clinic, 9 @ national form of sickness insurance, or to any other meas- 
Og Re as RI ee 90.00 : ; ¢ : 
Phe sage come ota Ses Pediatrie Clinic. 12 @ ures, leading toward governmental control of the prac- 
FEUD. anne stehancanene paieialie wena iow staat iin 120.00 tice of medicine. It is nevertheless realized by your com- 
Enrollment fees——Norfolk Pediatric “Clinic, 8 @ $10.00 80.00 7 Pe < = Py 
Attendance fees—Norfolk Pediatric Clinic, 3 lectures @ mittee that certain changes are desirable, particularly 
“tr 4 oe eas Bees nae is 3.00 a ‘ : 
A a ted Rockets of Gisninds : Sense 250.90 for the care of indigents and low income groups, and 
DEORE BPIO icici nad aken not saannhokcnes ancien 60.00 that if these changes can be made by the medical pro- 
$1,449.55  fession the threat of governmental control will be re- 
; moved. 
Disbursements i F $ . 
ee ee ae eee re a $ 04 The following resolution is therefore offered. 
Dr. R. D. Bates traveling expenses committee meetings 4.20 ger ickness insurance is 2] itate 
Dr. P. W. Miles traveling expenses committee meetings 15.00 Whereas, sickness wanes is being agitated and 
Dr. G. F. Simpson traveling expenses committee meet- urged by various agencies; and 
No ek ee al Boe ES PES rE Ree 14.40 " P P 
John Hopkins Press—Reports—studies in History of Whereas, some form of health insurance is one of the 
Mickie Gn. “Chasktadia, Peatine iettestaads, on~ 3.00 objectives of the President's Economic Security Com- 
Cen EERE SE SOS SER eR EI REE AEE 15.00 mittee, under the caption of “provision for meeting the 
Jarman’s, Inc., Charlottesville, Printing Announcements 8.00 . os. P a 
a Dr. S. F. Ravenel, South Boston clinic _......-------- 400.00 economic risks of illness’; and 
the ‘ icti Trae a i a ‘ ‘ 
of Sune tt toe, See — Pebrasewenawnn pe Whereas, it was the stated purpose of the President 
Dr. George M. Lyon, Norfolk clinic ......------------ 230.00 to submit a message to Congress on this subject shortly 
$1,439.64 after March 1, 1935; and 
9.9 : re : j 
Balance on hand -----.---------------------: : Whereas, a particularly pernicious bill has been in- 
, 
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troduced by the American Association for Social Security 
—the so-called Epstein Bill, which takes the control of 
medicine entirely out of the hands of physicians and 
places it in the hands of lay individuals: 

Therefore, be it resolved, that the Medical Society of 
Virginia reafirm its stand taken in 1933 of opposing 
any general scheme of group payment for medical care, 
and, especially, a policy of national health insurance, and 
that it further opposes any other measures leading to- 
ward government control of the practice of medicine 
for the reasons that: 

1. It fails to deal with the essential problem, the re- 
lief of poverty. 

2. It furnishes an inferior type of service which does 
not provide adequate medical care. This service be- 
comes inferior for the reasons set out in Appendix, 
Note 2. 

3. It does not further preventive medical care as the 
statistics of all countries show no change in mortality 
rates and a tremendous increase in sickness rates. Where 
cash benefits are provided the insured are more inter- 
ested in these benefits than in the prevention of disease. 

4. It entails enormous governmental expenditures and 
results in increased taxation. 

5. It is a particularly evil form of paternalism and 
distinctly un-American. 

Further, be it resolved, that the following steps be 
taken to insure adequate medical care to the citizens 
of Virginia: 

1. That the Medical Society of Virginia adopt the 
Washington, D. C., plan, modified to suit rural as well 
as urban communities. (See Appendix, Note 3, for de- 
tails.) 

2. Education of the Public— 

That following a suggestion from the Medical Society 
of the District of Columbia, the following resolutions 
be adopted and forwarded to the American Medical 
Association: 

(1) That the American Medical Association un- 
dertake a publicity campaign on a national scale, 
using every available resource of magazine, news- 
paper, radio and popular forum, to acquaint the 
American people with the social and economic dan- 
gers inherent in the system of state controlled health 
insurance. 

(2) That the American Medical Association in- 
tensify its efforts to instruct the members of the 
profession upon this general subject by maintaining 
a speakers’ bureau to provide qualified speakers 
to participate in the programs of state and county 

And the 
Society of this State hereby invites the American 
Medical Association to take the initiative in provid- 
ing such instruction to our membership in accordance 
with an orderly plan to cover our entire jurisdiction. 


societies upon invitation by such societies. 


(3) That the American Medical Association use 
every available method to recognize and publicize 
the organized plans maintained by its component so- 
cieties for the adequate distribution of medical serv- 
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ice as the current response of the medical profession 
to popular needs. 

3. Improvement of the Quality of Medical Care: 

That, for the same reason the state aids undergradu 
ate study of medicine, so the state should be interested 
in carrying on graduate education, and should contribute 
to postgraduate education taken to the doctor through 
the two medical schools. 

4+. That experiments with various plans for pre-pay 
ment of bills for medical and hospital care be continue 
by local medical societies. That in the formulation of 
these plans, the ten principles laid down by the Ameri 
can Medical Association in June, 1934, be strictly ob 
served, and that time be given to evaluate the results 
of various experimental plans lest we adopt the evils 
present in all current forms of national health insurance 


APPENDIX 
Note 1: Results of the Questionnaires upon the Prob 
lems of State Controlled Medicine: 

Number of questionnaires sent out 1832 
Number of replies received to August 

10th _- aso ___--.---433—23.63% 
Failed to reply Sai 76.37% 
General practitioners replying 266—61.43 % 


Specialists replying 151—34.87 % 
Unclassified replies ~------------ 16— 3.69% 
Counties represented in the replies—78. 


(The list of counties and the number of physicians 


replying) 
Accomac : 8 Grayson 1 
Albemarle _ 16 Halifax 2 
Alleghany 10 Hanover 4 
Amelia 3 Henrico 82 
Appomattox - 1 Henry 6 
Arlington _ _... 7 Highland 1 
Augusta _____._______ 18 James City 1 
Bath __ ; ‘i _ 1 King and Queen 1 
Bedford ~ sts 5 King William 1 
Botetourt 4+ Lancaster 1 
Brunswick 2 Lee + 
Buckingham 2 Loudoun 4 
Campbell 13. Louisa 1 
Caroline ‘1. Lunenburg 2 
Chesterfield 2 Madison 1 
Charlotte 1 Mathews 1 
Clarke 3. Mecklenburg 3 
Craig ; ‘ 1 Montgomery 6 
Culpeper 2 Nansemond 2 
Cumberland 2 Nelson 2 
Dinwiddie _....... 12 Norfolk 32 
Elizabeth City 3 Northampton 5 
Fairfax 5 Nottoway 1 
Fauquier eae 4+ Orange 1 
Floyd —___- = 2. Patrick 2 
Fluvanna 1 Pittsylvania 8 
Franklin ‘ 2 Prince Edward 6 
Frederick _ 4 Prince George 2 
Giles " 1 Princess Anne 1 
Gloucester 1 Prince William i 


















Do 


Do 


In 

In 

Fu 
Fur 
Inc 
Dis 
a 


m 


Wh 


RD 





oD 


Ib 
Its 
ils 


o 


mot NR = 


ll el lie 


—_ 


w 


no = —& Mm rh ND NH 


nA w 


_ — IP DQ C 








a 
wn 
henna! 


Pulaski .... 2 Southampton 4 
kippahannock ___-___-__ 1 Spotsylvania 3 
kockbridge 1 Tazewell rT 
Rockingham 7 Warren 
koanoke 32. Warwick 14 
Russell 3 Washington 8 
Scott . ss 1 Wise 9 
Snenandoah ___- 1 Wythe : 6 
Smyth 3 York 1 
Do paupers and low-income patients suffer for lack of 
nedical care in your community? 
Positive Replies 317—75.0% 
Rarely 278—87.7 % 
Commonly 30— 9.4% 
Usually 9— 2.8% 
Negative Replies 104—25.0% 
Suffering due to their own fault 221—51.0% 
Suffering due to professional fault 37— 8.5% 
Suffering due to relief agency fault 85—19.6% 
Suffering due to fault of all three 2— 0.5% 


Do people complain of charges? 
345—79.7% 
Practitioners 103—30.0% 
326—94.5 % 
321—93.0% 
Yes—151—41% 


All charges 

Of General 

Of Hospitals 

Of Specialists 
Is the complaint well founded? 

Do hospitals, ete., usually take your ad- 
vice what to charge? No—155 
(Answer in many cases that advice was not asked or 

volunteered. ) 
Do you find any real demand for gov- 
ernment controlled practice ? Yes— 21— 5.0% 
Do you yourself favor state or national 
taking over the control 
of medical practice 


government 
Yes— 10— 2.0% 
4+— 1.0% 
Yes— 39— 9.5% 
Yes— 43—10.0% 
Yes— 84+—19.4% 
Yes— 98—23.0% 


Yes—116—27.0% 


In whole Yes— 

In further part 

Further use of state health officers 

Further use of state hospitals 

Increase of pauper physicians 

District almshouse hospitals 

If not do you think any change from 
present should be 


customs, etc., 


made? Yes— 93—21.0% 


What prevailing conditions should be changed and how ? 


1. Tax support (county, city, state, federal) for 
indigents in hospitals 91 

2. Tax support (county, city, state, federal) for 
indigents medical treatment 46 

3. Restriction of clinics (including health depart- 
ment) to indigents 48 


(10 specified immunization clinics) 
4. Abolish practice of medicine by health depart- 


ment 9 
5. Health insurance—Voluntary 31 
Health insurance—Compulsory 4 
6. Lower costs for medical care (chiefly specialists 
and hospitals - 26 
7. Correction of abuses in management of relief 
(largely Federal) 18 
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8. Central credit and admitting bureau as in 
Washington, D. C. - 8 

9. Hospital insurance (under control of medical 
profession) — : 23 

10. Public education as to costs and quality of medi- 


cal care, and community responsibility for 
care of indigents - 18 

11. Outpatient departments for ambulant indigents 

12. Compulsory auto-liability insurance 


5 

3 

13. Restriction of number of medical students 3 
3 


14. Birth control (including sterilization) 
Do you recommend any specific action by 
the M. S. Va.? Yes—175—40% 
Opposition to Federal control 80 
Society action to anticipate State Medicine 5 


(Various changes specified above, or simply un- 
qualified action) 


Continued study and recommendation by committee 


_ 
bo 


(Several advised appointment of a committee for 

this purpose) 

Do you advise that representatives of the 
M. S. Va. actively combat for or against 
measures in the legislature? Yes—322—74% 

Do you advise against doctors appearing 
in legislative committee rooms, etc.?__.Yes— 42—10% 

Other steps not covered—included above. 


From these facts the following conclusions may be 


drawn: 
1. There is a certain amount of suffering, though oc- 
curring lack of medical which 


rarely, for care 


should be corrected. 


nN 


. Charges of hospitals and specialists should be low- 
ered in low-income groups. 


3. The large majority of the medical profession of 


Virginia is opposed to control of 


medicine, and sees no real demand for it. 


governmental 


4. Some provision should be made for the payment of 
hospitals and physicians for the care of the in- 
digent. 

5. Clinics 


limited to the indigent. 


should be more strictly supervised and 
6. While only 40 per cent of the members replying 
recommended some specific action by the Medical 
Society of Virginia, 74 per cent advocated legis- 
lative activity by representatives of our Society 
for or against measures in which doctors are in- 
terested. 
a. Its actual control falls not into the hands of the 
medical profession but into the hands of bureaus, 
composed largely of non-medical perons—and such 
bureaus have become powerful political machines 
more concerned with the building up of power than 
with the of the 


vided for the insured. 


character medical services pro- 
b. It has done away with the intimate personal rela- 
tionship between the patient and the physician and 
has substituted a feeling of suspicion and antago- 


nism and so created an atmosphere in which in- 
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genuity, creative ability, leadership and satisfac- 
tory medical care have languished. 

c. The quantity of minor and imaginary ailments pro- 
duced which are not benefited by medical care, 
together with numerous reports, have so taken up 
the time of the examiners that the examinations 
have been hasty and superficial. 

d. Where drugs have been provided, it has inevitably 
led to over-medication. 

Note 3: A County Medical Service Bureau: 
after the Washington, D. C., plan). 

a. The city or county shall be regarded as the unit of 
medical service to be set up. 

b. A city or county medical service bureau be created 

and incorporated as a non-stock, non-profitable 


(Patterned 


corporation. 

c. Membership in this bureau to be resricted to phy- 
sicians who are accredited members of their 
county medical societies, or their equivalents, and 
dentists, nurses, pharmacists and hospitals likewise 
accredited be invited to join on an equal basis, 
thus to combine all agencies serving the sick. 

d. A board of directors, with representation of all 
agencies participating, and of the Board of Super- 
visors and/or alternative relief agencies, be cre- 
ated, which board shall select an administrative 
and executive head of the bureau. 

e. In order to create working capital, all members may 
be assessed a membership fee, and/or agree to 
donate fees collected through the bureau to a total 
Ly a eine he eee” 

f. The Board of Supervisors and/or other agencies for 
the care and relief of the poor shall have agreed 
to pay the bills of the indigent, when properly 
vouched for and certified by the bureau, accord- 
ing to a schedule of fees and charges prepared by 
the bureau and accepted by the relief agency, or 
agencies concerned. (This schedule should ap- 
proximate one-half of the usual charges for office 
and home practice, and one-third of the usual hos- 
pital and specialists’ fees.) 

g. The bureau and its members shall not be concerned 
in any way until a person is, or claims to be, 
unable to pay the usual bill for services requested 
or rendered. Then, if the member chooses, he 
hands that person a card introducing him to the 
bureau. In so doing, the bureau member agrees 
to accept the terms made between the bureau and 
the applicant. Upon presentation of this card, the 
bureau executive uses all of his tact and judgment 
to persuade the applicant for services that his 
application is entirely honorable and _ respectable. 
In a sympathetic mannner, the executive learns 
and records, upon proper forms, all relevant facts 
pertaining to the applicant's ability to pay. 

If the survey determines a complete inability to 
pay, the executive so certifies and the physician 
is notified that he is permitted to treat the pa- 
tient on a pauper basis. The governmental agency 


MEDICAL 





MoNTHLY [ Octobe 





will pay the bill when properly certified by tl 

bureau according to the schedule. 

If the applicant can pay something, he and the 
executive agree as to the amount and terms of 
payment. The applicant signs the agreemen:, 
pledging himself to abide by these terms. 

Every effort shall be made to compel the individu. 
to pay as agreed, but in any event the bureau 
agrees to pay 90 per cent of the specified amount. 
The bureau shall retain 10 per cent for its ex- 
penses and as a reserve fund against default of 
other accounts. 

h. All members shall pledge themselves and their sery- 
ices to the extent of one visit in emergencies. This 
is necessary to prevent delay, and the physician 
must, therefore, depend upon the good faith of all 
concerned to take care of the cost of this visit. 

i. Encouragement may be offered plans of placing con- 

tracts for hospitalization with those of low-income 

levels, upon the monthly payment basis, and hos- 
pitals of communities where such contracts are in 
demand are urged to encourage this effort at self- 
help. 
Respectfully submitted, 
ALEX. F. ROBERTSON, JR., 
M. H. Harris, 
C. O. DEARMONT. 


Report of Membership Committee 

There have been the usual changes in membership dur- 
ing the past year, figures for which will be given by the 
Secretary. We have received no applications for mem- 
bership from doctors not affiliated with component socie- 
ties. Obituaries for the members who have passed on 
have appeared in the MONTHLY from time to time. 

It is our pleasure to propose for honorary membership 
the name of our president, Dr. Francis H. Smith, in 
recognition of the excellent service he has rendered our 
Society during his term of office. 

IsAAC PEIRCE, 
A. W. HAmMmonp, 
J. A. Wuite, 


Chairman. 


Report of Committee on Ethics 
The Committee on Ethics has had no meetings during 
the year and therefore, has no formal report. 
J. C. Frippein, Chairman. 


Report of Walter Reed Commission 

The Walter Reed Memorial Commission begs leave to 
report that Belroi, the birthplace of the Hero, Dr. Walter 
Reed, is in good physical condition. There is an increas- 
ing interest manifested in the shrine by the profession 
and the general public. The building is open every day 
for inspection of the hundreds who visit it, and it is 
hoped that many of the members of the Medical Society 
of Virginia will take the opportunity to visit Belroi en 
route to the meeting in Norfolk. 

There is nothing the Commission asks at present of 
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ie Society save a continuance of the fire insurance pro- 
ction which is at present covered on the building. 
’ Respectfully, 
CLARENCE PorTER JONES, Chairman. 


Report of Committee on Group Societies 

As this Committee expended all of the funds that could 
be spared by its members during the preceding year, 
and the Society did not make a sufficient appropriation 
for its necessary expenses, it has been impossible for its 
work to be carried on. 

The Committee hopes and believes that the organiz- 
ing of the doctors in each county (for business purposes 
only) will be continued. It would recommend that each 
such organized society in each group be permitted to 
have a representative in the House of Delegates. 

Your Committee has urged the group societies te en- 
arrangement of a organization 
in each county, and has also 


conrage this separate 
(for business purposes) 
urged upon the Woman’s Auxiliary to the State Society 
to arrange for a corresponding branch in each county 
to cooperate with the local medical organization. 

Your committee would urge that an appropration be 
made to continue and strengthen this plan of organiza- 
tion. 

The time has come when it is vitally necessary, if the 
medical profession is to continue to exist as a power for 
good, that every doctor in every county shall be “orga- 
nized” and every woman member of the doctor’s family 
shall be a member of the local auxiliary. 

With such an organization in each county, each state 
and the entire nation, our profession will be able to 
withstand successfully every dangerous onslaught. 

Let us then be up and doing! 

J. A. GRizZarp, 
J. M. Hottoway, 
D. M. Kipps, 


SOUTHGATE LEIGH, Chairman. 


Report of Advisory Board to the Woman’s 
Auxiliary 

The President of the Medical Society of Virginia and 
the three members of the Board, after due consideration, 
decided to prepare papers on some phases of medicine 
which they believe will aid the Auxiliary in getting a 
clear understanding of such important subjects as state 
group hospitalization, social insurance, and 
which 


insurance, unemployment insurance, old-age and widows’ 


medicine, 


economic insurance, includes compulsory health 
and orphans’ pensions—all of which are of vital im- 
portance to women. These papers we hope will be ready 
for the fall meeting of the Auxiliary. 

In state medicine and group treatment we must ever 
keep in mind that any method which lowers the quality 
of medical services to a large part of the citizens of a 
nation does serious injury to the whole nation. Preven- 
tive medicine is peculiarly fitted to government control, 
while the care of the sick is entirely unsuited to it. In 
other words, “The health of the community is a com- 
munity problem, but the healing of the sick is a very per- 


sonal matter.” ‘The human touch in medicine is some- 
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thing that transcends all legislation and state control can 
never supplant the sympathetic human bond that exists 
between the family doctor and his patient. 

In Alexandria, at the annual meeting last Fall, I 
heard with keen interest the excellent reports of both 
the Virginia president, Mrs. William Lett Harris, and 
the president of the American Medical Association, Mrs. 
R. W. Tomlinson. 
along the lines of health education, school examinations, 
With forty-three states organized, hav- 
ing a membership of nearly 16,000 intelligent women, I 
am sure the Auxiliaries will prove a strong and valu- 


All of the Auxiliaries are working 


radio talks, etc. 


able support to the medical profession of this nation. 

It was my pleasure to go with Dr. F. P. Fletcher, 
president of the Richmond Academy of Medicine, when 
he was introduced to our local Auxiliary last spring 
and to say a few words of encouragement to the good 
wives of our Richmond doctors, who stand ever ready 
to help us professionally as well as socially. 

J. Atuison Hopces, Chairman. 


Report of Committee to Administer Trust Fund 
for Postgraduate Clinical Education 
As there are no funds in trust to administer, this 
committee has had no meeting. 

It would be of great value to the Society and to the 
medical profession as well to accumulate such a fund, 
so that the interest might be used to help with the work 
of postgraduate education which the Society has been 
doing for several years. In order that a trust fund be 
of any material value for this purpose, it would be neces- 
be of sufficient 
It is suggested, therefore, that 


sary for it to size for the interest to 
amount to something. 
small sums might be contributed from time to time by 
those interested in the future of the Society. A number 
of small sums, say of even five dollars, would soon make 
a large sum, and there are some who might be able to 
give much larger amounts. 

Unless some progress is made along this line your 
Committee is about as functionless as the vermiform 
appendix. 

Respectfully submitted, 


R. D. Bates, Chairman. 


Report of Child Welfare Committee 

For the Child Welfare Committee consisting of Dr. 
L. T. Royster, University; Dr. F. D. Wilson, Norfolk; 
Dr. Chas. E. Dr. R. D. Bates, 
Newtown; Dr. J. Bolling Jones, Petersburg; Dr. J. B. 
Stone, Richmond; Dr. E. M. Chitwood, Wytheville, and 
myself, I wish to make the following report: 

This Committee, together with 
Virginia Tuberculosis Association, The Virginia Pediat- 


Conrad, Harrisonburg; 


committees from the 
ric Society, The Cooperative Education Association of 
Virginia, Parents and Teachers, The Virginia Education 
Association, and the State Superintendents Association, 
organized on April 3rd with the idea of coordinating 
their efforts, and formed the State Child Conservation 
Committee. At this meeting it was pointed out that 
among the states of the nation, and particularly among 
the Southern states in regard to health measures affect- 








404 


ing directly the welfare of mothers and children as well 
as the protection of all citizens, Virginia was not main- 
taining her place. Five outstanding problems to which 
‘the attention of this group was drawn were: 
1. Correction of certain remediable physical defects 
of indigent school and pre-school children: viz; 
diseased tonsils and adenoids, 
immunization. 


defective vision, 
defective teeth and 

2. Better facilities for the early diagnosis and early 

treatment of tuberculosis. 

3. Better obstetrical service. 

+. Venereal disease control. 

5. Provision for a continuous postgraduate service to 

Virginia practicing physicians. 

Committees were then appointed to consider these prob- 
lems and to report their recommendations at a subse- 
quent meeting. 

At the next meeting held June Ist, these committees 
made their reports. Briefly some of those findings are 
as follows: 

1. Virginia has the third highest death rate from tu- 

berculosis in the Southern states. Virginia is not 
keeping up the average rate of decline in this 
death rate; and virtually all the states, including 
the Southern states, are cutting down this death 
rate much -faster than Virginia. Owing to the 
scarcity of available and free beds, the slow in- 
take of patients at the sanatoria, and the slow 
“turnover” of patients at the sanatoria, active tu- 
berculosis cases in large numbers, untrained, and 
without proper medical care, continue to spread 
infection for the perpetuation of our problem. 

2. According to estimates, there are approximately 
150,000 persons in the State infected with venereal 
diseases and about 50,000 new infections occurring 
each year, 30 per cent of which are probably in- 
nocently acquired. The State has no funds ap- 
propriated for a definite State program for con- 
trol of this disease, though a large proportion of 
State-supported defectives are the direct result of 
this disease. 

3. The Virginia Commission for the Blind estimates 
that 75,000 children in the State have eye defects 
needing the care of competent specialists, which 
if untreated, will result in many instances in total 
blindness, and serious handicaps educationally and 
vocationally. 

4. Conservative studies indicate that there are 10,000 
children in our schools in serious need of tonsil- 
adenoid operations, who cannot pay for these 
operations. Among these, and also those having 
defective vision are a large percentage unable to 
advance in school. Authoritative studies show 

that many of these “repeaters” in school are re- 
peaters because of these remediable handicaps. 
They constitute an additional heavy financial bur- 
den on the school system of the State. 

The joint committee hopes to improve at least a part 
of these existing conditions by informing as thoroughly 
as it can the citizens of Virginia concerning these facts, 
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and requesting the State Legislature at its next Assen 
bly to appropriate such funds as they think advisab| 
for carrying out this plan. 

A very cordial interview has been held with th 
Governor who is very much interested. In the ne: 
few months, we hope through the different committe 
to bring this before as many individuals and grou; 
of individuals represented in the various organizatio: 
as is possible to do. During that time the different con 
ponent medical societies of the State will probably be r 
quested to present this to their members. 

In this way we hope to obtain the active interest an! 
support of as many of the people of Virginia as cai 
be had to help bring Virginia to her rightful place amon 
the states in the conservation of the health of her cit 
This active support will reflect upon the Legis- 
make 


zens. 
lature and make it easier for them to such ap- 
propriations if they know it is the will of their con- 
stituents. 

These problems have 
and study with the consumption of much time and effort. 
The various committees have been very cooperative and 
have given their time with pleasure and with the hope 
that results will justify the efforts that have been put 


forth. 


received serious consideration 


Respectfully submitted, 
W. P. Jackson, Chairman 





Public Health Statistics 
I. C. Riccrn, M. D. 


State Health Commissioner of Virginia 


The communicable disease reports received at the 
office of Dr. G. F. McGinnes,'State Epidemiologist, 
for the month of August and for 1935 through 
August, show the following cases compared with 


the same periods in 1934. 


Jan.-Aug. Jan.-Aug. 
1935 1934 1935 1934 
Typhoid and Para- 
typhoid Fever _- 190 139 485 437 
Diphtheria _...____ __ 91 68 548 673 
Scarlet Fever 77 100 1,245 1,341 
Measles ic 61 163 17,924 27,829 
Meningitis 12 5 209 $3 
Poliomyelitis __._______279 25 586 43 
Rocky Mountain Spotted 
Fever 11 15 34 41 
Typhus Fever -__-__- 2 0 6 3 
Undulant Fever ____- 3 3 28 21 
Tularaemia —___- 8 3 36 24 
Smallpox -_____- 0 0 10 4 
In reviewing the morbidity figures through 


August, 1935, in comparison with the same period 
in 1934, the most striking fact is the great in- 


crease in poliomyelitis and meningitis this year. 
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f the former disease little need be said for no one 
the State of Virginia can be unaware of the in- 
eased prevalence of this disease in the summer of 
35 and the subsequent decline in the early fall. 
is probable that next vear the number of cases 


ported may be slightly above the average annual 


umber. 


Of meningitis the same cannot be said. The in- 


‘eased prevalence this past winter was not due to 
a general outbreak in the State but to a large num- 
iy 
was an unusual concentration of 


’r of cases in camps and institutions where there 
With the 
continuance of the C.C.C. camps and the transi- 


men. 


ent camps in the State it is to be expected that the 
morbidity rate for meningitis will continue higher 
than in previous years. Barracks provide such fer- 
tile ground for the growth and spread of this dis- 
| ! 
ease. 
From all indications, particular care must be 
meat and 


taken this winter in handling rabbit 


making sure that it is well cooked. The incidence 
of tularaemia has declined steadily since 1932 and 
it is hoped that the low level of 1934 can be main- 
tained. However, with the exception of January 
and June, there have been more cases reported every 
month so far in 1935 compared with the same months 
last year. Though the peak of this disease is not 


until December, it can do no harm to heed the 
warning in the present figures and take precau- 
tions to keep the prevalence of this disease down. 
Since the convalescence from tularaemia is slow and 
the patient rarely returns to full-time work in less 
than two or three months, it is to the interest of 
every individual to be very careful about handling 
raw rabbit meat, particularly with open abrasions 
on their hands. With proper precautions in handl- 
ing the meat and thorough cooking, tularaemia can 
be avoided. 
Concerning the other diseases little of note can 
The 


expected drop 


be said. great decrease in measles is only the 
after the 1934 peak in the three or 
The slight drop in 

Rocky 


Spotted Fever is probably chance as is the corre- 


four year cycle of the disease. 


diphtheria, scarlet fever and Mountain 


sponding increase in typhoid and_ paratyphoid, 


typhus, undulant ard smallpox. These differences 


are not likely to prove significant. 
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Woman’s Auxiliary 


to the 
Medical Society of Va. 
President—Mkrs. JosEpH BEAR, 3012 Monument Ave., 


Richmond. 

President-elect—Mrs, FLETCHER J. WRIGHT, Petersburg. 

Recording Secretary—Mkrs. JAMES B. STONE, 2042 Park 
Ave., Richmond. 

Corresponding Secretary—Mrs. AMBROSE McGEE, 4107 
Kensington Ave., Richmond. 

Treasurer—Mrs. REUBEN F. Simms, 2034 Park Ave., 
Richmond. 


Invitation to Annual Meeting in Norfolk, Oc- 
tober 15, 16 and 17, 1935. 


It is indeed a pleasure to announce the Thirteenth 





Annual Convention of the Women’s Auxiliary to 
the Medical Society of Virginia. 

Every member should make an effort to attend 
and deem it a privilege, for in that city, October, 
1922, our Auxiliary came into being. 

To Dr. and Mrs. Southgate Leigh, of Norfolk, 
and Dr. and Mrs. J. Allison Hodges, of Richmond, 
our official organizers, and to Mrs. William Lett 
Harris, of Norfolk, recent past president, are we 
indebted for leadership and interest. They have 
successfully guided us through these years. 

Our Guests of Honor will be Mrs. Rogers N. Her- 
Bonar White, 
National 

will 


bert, Nashville, Tenn., and Mrs. J. 
Atlanta, Ga., Presidents of the 
Southern Medical who 
us at the Auxiliary Luncheon. 


and 
Associations, address 

The hostess Auxiliary has arranged an interest- 
ing program for your entertainment and I trust the 
Business Meeting as outlined, followed by the 
luncheon, will induce you to attend in large num- 
bers. 

In behalf of the Woman’s Auxiliary to the Medi- 
cal Society of Virginia, I extend a most cordial 
invitation to all doctors’ wives, daughters and 
mothers, regardless of whether’ affiliated with the 
Auxiliary, to attend our “Thirteenth Birthday 
Celebration.” 

Shall look forward with keen interest to a large 
representation from all sections of the State. 


(Mrs. JosEPpH) Kate C. Bear, President. 


PROGRAM 
Thirteenth Annual Meeting 
Monticello Hotel 
Norfolk, Virginia October 15-16-17, 1935 
Every woman attending the Convention is cordi- 
ally invited to attend these meetings. 
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Tuesday, October 15 
Registration 5:00 to 8:00 P. M. at the Monti- 


cello Hotel. 


Every woman is requested to register immediately 


upon arrival. 


8:00 P. M.—Opening meeting of the Medical So- 
ciety of Virginia at Monticello Hotel. 


Wednesday, October 16 

8:00 A. M.—Registration Booth open. Monticello 
Hotel. 

9:00 to 10:00 A. M. — Pre-Convention Board 
Meeting. Monticello Hotel. 


All County Presidents, Presidents-Elect, Vice-Presi- 
dent (where there is no President-Elect) and State 
Officers and Chairmen are expected to be present. 


10:15 A. M. to 1:00 P. M—GENERAL ANNUAL 


MEETING at Monticello Hotel. 

President presiding—Mrs. Joseph Bear, Rich- 
mond. 

Invocation—Mrs. T. Elmore Jones, Ports- 
mouth. 

Address of Welcome—Mrs. Eugene Lowen- 
berg, Norfolk. 

Response—Mrs. J. Allison Hodges, Richmond. 

Report of Committee on Arrangements—Mrs. 
Southgate Leigh, Norfolk. 

Roll Call of County Auxiliaries—Mrs. J. B. 
Stone, Richmond. 

In Memoriam— 

Minutes of Twelfth Annual Meeting—Record- 
ing Secretary, Mrs. J. B. Stone, Richmond. 

President’s Report—Mrs. Joseph Bear, Rich- 
mond. 

President’s Announcements. 


Reports: 
Corresponding Secretary—Mrs. W. Ambrose 
McGee, Richmond. 
Treasurer—Mrs. Reuben F. Simms, Richmond. 
State Chairmen: 
Organization—Mrs. Fletcher J. Wright, Peters- 
burg. 
Program and Health Education—Mrs. C. C. 
Smith, Norfolk. 
Finance—Mrs. James K. Hall, Richmond. 
Legislation—Mrs. T. W. Murrell, Richmond. 
Public Relations—Mrs. F. J. Wampler, Rich- 
mond. 
Hygeia—Mrs. Herbert Jones, Petersburg. 
Press and Publicity—Mrs. W. T. Sanger, Rich- 
mond. 
Printing—Mrs. Reuben F. Simms, Richmond. 
Courtesy—Mrs. M. N. King, Norfolk. 
Exhibits—Mrs. H. M. Snead, Petersburg. 
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Jane Todd Crawford—Mrs. F. P. Barrow, Jr., 
Portsmouth. 
Archives and Historian—Mrs. J. Allison 
Hodges, Richmond. 
Parliamentarian—Mrs. Lee E. Sutton, Rich- 
mond. 
County Presidents: 

Mrs. Harold W. Potter, Newport News, Auxiliary 
to Warwick County Medical Society. 

Mrs. B. E. Hunt, Hampton, Committee to Eliza- 
beth City County Medical Society working with 
Warwick County Auxiliary. 

Mrs. A. G. Shetter, Richmond, Auxiliary to Rich- 
mond Academy of Medicine. 

Mrs. Philip Jacobson, Petersburg, Auxiliary to 
Postgraduate Medical Society. 

Mrs. Eugene Lowenberg, Norfolk, Auxiliary to 
Norfolk County Medical Society. 

Mrs. Hawes Campbell, Venter, Auxiliary to Mid- 
Tidewater Medical Society. 

Mrs. J. P. Clark, Lynchburg, Auxiliary to Lynch- 
burg Academy of Medicine. 

Mrs. A. M. Sneed, Toano, Auxiliary to James 
City-New Kent County Medical Auxiliary. 

Mrs. Llewellyn Powell, Alexandria, Auxiliary to 
Alexandria Medical Society. 

Mrs. R. W. Woodhouse, Virginia Beach, Auxil- 
iary to Princess Anne County Medical Society. 


Delegates: 
Woman’s Auxiliary to American Medical Asso- 
ciation 
Mrs. Benj. A. Doggett, Norfolk. 
Mrs. C. J. Devine, Norfolk. 
Woman's Auxiliary to Southern Medical Asso- 
ciation 
Mrs. W. Abrose McGee, Richmond. 
Unfinished Business. 
New Business. 


Reports: 
Committee on Resolutions. 
Committee on Credentials—Mrs. M. N. King, 
Norfolk. 
Nominating Committee—Mrs. J. Allison Hodges, 
Richmond. 


Election of Officers. 


1:30 P. M.—Auxiliary Luncheon at Country 


Club (subscription). Honoring Mrs. Rogers 
N. Herbert and Mrs. J. Bonar White. 


Cars will be at Monticello Hotel for transporation to 
luncheon. 


Greetings: 
Dr. F. H. Smith, President of the Medical So- 
ciety of Virginia. 
Dr. James W. Hunter, President of Norfolk 
County Medical Society. 
Dr. P. St. L. Moncure, President-elect of Medi- 
cal Society of Virginia. 
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Chairmen and Members of the Advisory Council: 
Dr. J. Allison Hodges, Richmond. 

Dr. Southgate Leigh, Norfolk. 
Dr. Hugh H. Trout, Roanoke. 
Addresses : 

Mrs. Rogers N. Herbert, Nashville, Tenn., Presi- 
dent of Auxiliary to American Medical Asso- 
ciation. 

Mrs. J. Bonar White, Atlanta, Ga., President of 
Auxiliary to Southern Medical Association. 


Installation of Officers conducted by Mrs. Lee 
E. Sutton, Richmond. 
Presentation of Gavel. 
Address of President—Mrs. Fletcher J. Wright, 
Petersburg. 
Adjournment. 
Drive through the Naval Base immediately 
following luncheon. 
:00 P. M.—Tea at Colonial House, Bank and 
Freemason Streets. 
:30 to 9:30 P. M. — Post-Convention Board 
Meeting at Ghent Club. Mrs. Fletcher J. 
Wright, Petersburg, presiding. 


on 


oo 


1( 


oO 


:30 to 12:30—Reception, Informal Dance and 
Buffet Supper at Ghent Club. 


Thursday, October 17 
1:00 P. M.—Oyster Roast at 


Lynnhaven Bay (subscription). 


Croonenberg’s 


Auxiliary Luncheon, Wednesday, 75 cents. 
Oyster Roast, Thursday, $1.50. 
Tickets obtainable at Registration Desk. 


Meeting of Auxiliary to Southern Medical 
Association. 
The Woman’s Auxiliary to the Southern Medi- 
cal Association will meet in St. Louis, Mo., Novem- 
ber 20 and 21. 


Medical Association meeting are invited to the 


All women attending the Southern 


Auxiliary meetings. 

Each State Auxiliary is entitled to send its Presi- 
dent, two delegates and two alternates. 

Members .and eligible members of County Auxil- 
iaries in these states, are very cordially invited to 
attend the luncheon meeting Wednesday, Novem- 
ber 20 at 12:30 P. M., and the Annual Meeting, 
November 21 at 9:30 A. M. The business sessions 
are to be conducted on a schedule, allowing time 


for social arrangements. For the development of 


the Auxiliary, it is important for members and 


eligible women to be present, because the founda- 
tion of an organization rests on its membership and 
future leaderships come from it. 
So make your plans now to go to this Convention. 
Program data will be sent you very soon. 
Respectfully, 
Mrs. LEE W. Rog, 
Chairman of Press and Publicity, 
Woman’s Auxiliary, Southern Medical 


Association. 


Truth About Medicine 


In addition to the articles previously enumerated the 
following have been accepted by the Council on Phar- 
macy and Chemistry of the A. M. A.: 

Parke, Davis & Co. 

Diphtheria Toxoid—P. D. & Co., one 0.5 cc. vial 
package. 

Diphtheria Toxoid—P. D. & Co., one 5 cc. vial 
package. 

Diphtheria Toxoid, Alum Precipitated—P. D. & Co., 
one 0.5 c.c. vial package. 

Diphtheria Toxoid, Alum Precipitated—P. D. & Co., 
one 5 c.c. vial package. 

E. R. Squibb & Sons 

Iodobismitol with Saligenin (Squibb). 


ACCEPTED DEVICES FOR PHYSICAL 
THERAPY 
The following apparatus have been accepted by the 
Council on Physical Therapy of the American Medical 





Association for inclusion in its list of accepted devices 
for physical therapy: 

Camp Supports.—The following supports are available: 
Visceroptosis Supports, Prenatal Supports, Postnatal and 
Postoperative, Hernial Supports, Sacro-Iliac Supports, 
Mammary Gland Supports, Lumbosacral and Dorsolum- 
bar Supports. These garments are available in corset 
departments of selected department stores, certain corset 
The gar- 
ments are sold to patients on the prescription of a 
physician and his directions are followed when the fit 
is made. These belts and supports have been investi- 
gated in clinics and found to meet satisfactorily the 
therapeutic claims made for them. S. H. Camp & Co., 
Jackson, Mich. 


shops, and reliable surgical supply houses. 


PROPAGANDA FOR REFORM 

Siroil—The Bureau of Investigation reports that “Sir- 
oil” is a “patent medicine” sold on the mail-order plan 
by the Siroil Laboratories, Inc., of Detroit. According 
to the advertising, Siroil is “a positive relief for psoria- 
sis,’ and the sufferer from this disease is told: “No 
matter how difficult or longstanding your case may be, 
Siroil will give you surprising relief.” Psoriasis is fre- 
quently among the most intractable skin diseases with 


” 
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which the dermatologist is confronted, and yet it is well 
known by medical men that many cases of psoriasis 
clear up in a remarkable way with treatment. 
the likelihood of recurrence is ever present. 
of the many inquiries the Bureau of Investigation has 
received regarding Siroil, the Chemical Laboratory of 
the American Medical Association was asked to analyze 
the preparation. According to the Laboratory’s report 
Siroil consists essentially of an unbleached mineral oil 
roughly 16 parts, water about 3 parts, glycerine approxi- 
mately i/5 part, and 1/10 part of each pheno! and 
sodium chloride (salt), and 1/10 part of a saponifiable 
material and beeswax. Enthusiastic reports have been 
received regarding the use of Siroil. On the other hand, 
a Philadelphia woman writes that after using Siroil 
“A rash is beginning to appear on my body.” A Penn- 
sylvania physician reports that a psoriasis patient of his 
used Siroil and “developed an eruption on the neck, 
face and hands characteristic of dermatitis 
Another physician reports that a patient of his used 
Siroil and “developed a severe rash wherever it came 
in contact with her skin.” In other words, the letters 
to the Bureau of Investigation reflect what one would 
expect to be the opinions on a preparation of this char- 
acter: Siroil occasionally helps, occasionally harms, and 
frequently does neither one nor the other. (J. A. M. A., 
July 27, 1935, p. 299.) 


However, 
Because 


venenata.” 





Book Announcements 


Names of Surgical Operations. Compiled and ar- 
ranged by the Western Surgical Association, 
through its Special Committee. Edited by CARL 
E. BLACK, A. M., M. D., Jacksonville, Ill. Fore- 
words by Robert B. Greenough, William J. Mayo, 
William Darrach, C. Jeff Miller, George W. Crile, 
Robert S. Osgood, J. Shelton Horsley, Harry S. 
Gradle, Malcolm T. MacEachern, Urban Maes, and 
Emmet Rixford. Saint Paul. Bruce Publishing 
Company. 1935. Octavo of 102 pages. Cloth. 
Price, $3.00. 

Five years ago the Western Surgical Association 
appointed a committee to simplify and standardize 
the names of surgical operations. This committee 
sent the names of 3,313 surgical procedures listed 
in Dorland’s Medical Dictionary to the members 
of the Western Surgical Association and eliminated 
all names which did not receive the approval of at 
least 20 per cent of the members. All personal 
names as applied to operations were eliminated. The 
result is a list of 743 operations which may be 
qualified in twenty-three different ways as outlined 
at the bottom of each page upon which the classi- 
fication appears. The actual classification occupies 
less than one-fourth of the space in the book. The 
remainder of the pages are devoted to preface, fore- 
words, introduction, statement and explanation of 
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the compilation, an illustration of the method oi 
elimination, memoranda, varicus appendices and a1 
index. 

When a reviewer finds himself at variance wit} 
the Western Surgical Association and the elever 
surgeons who wrote the forewords of this volum« 
it is hard to escape the conclusion that he is in 
error. Nevertheless, he feels that much has been 
lost by eliminating the personal names associated 
It is only just that th 
pioneers who devised time-tested procedures should 
be remembered by and identified with their con 
tributions to surgery. 
less stimulated to review the history of surgery or 


with many operations. 


Certainly the student will be 


to remember the relative merits of a Billroth I and 
Billroth II resection if he is unable to find the 
equivalent operation listed in the classification. 
Be that as it may, this thin volume represents an 
enormous amount of painstaking work and the com- 
mittee is to be commended for the practical method 
followed in the selection. There undoubtedly is 
a need for a reference book of this character and 
‘Names of Surgical Operations” not only fills the 
present requirements but will also serve as a guide 
for subsequent classifications. 
Harry J. WARTHEN, M. D. 


The Mortality From Cancer and The Mortality From 
Tuberculosis. Being Monographs I and II in 
Studies of the Experience Among the Industrial 
Policyholders of the Metropolitan Life Insurance 
Company, 1911-1930. Metropolitan Life Insurance 
Company, Home Office—New York. Pamphlets of 
91 and 47 pages, respectively. 


Economic Problems of Medicine. By A. C. CHRISTIE, 
M. S., M. D., Professor of Clinical Radiology, 
Georgetown University Medical School; President, 
Fifth International Congress of Radiology, ete. 
New York. The Macmillan Company. 1935. Octavo 
of 242 pages. Cloth. Price, $2.00. 

This book should make a strong appeal to the 
physician at this time when economic problems are 
so pressing and when so many schemes threaten to 
change the customs developed through centuries ‘of 
professional life. Dr. Christie speaks not only with 
the authority of one who has studied these prob- 
lems as a member of the Committee on the Costs 
of Medical Care but also with the wisdom gained 
from large experience in private practice. 

He reviews the ethics of the profession and lays 
stress on the right of the patient to have “free 
choice of physician.” The over-supply of physi- 
cians in this country is convincingly shown and no 
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elief is in sight unless the medical schools by con- 
The 
ost of hospitalization is a large part of our medi- 


erted action reduce the number of students. 


al bill so insurance to pay this bill is warmly ad- 
ocated. The importance of organization is recog- 
\ized and physicians are urged to intelligently in- 
erest themselves in their societies. Physicians have 
ilways gladly cared for the indigent but this bur- 
den has become so great that compensation for at 
least a part of this work is due the profession. Com- 
pulsory health insurance schemes are reviewed and 
it is clearly shown that any compulsory insurance 
premium is in fact a tax and leaves less available 
for the tax bill which seems to be mounting steadily. 
The development of Workmen’s Compensation Laws 
the 
earlier laws is attributed to the fact that physicians 
We are 


against further legislation in which our organiza- 


is discussed and the unfavorable action of 


had no part in writing them. warned 


tions have no part. The new methods of provid- 
ing medical care are brietly set forth, many of 
them are commended, particularly the Alameda 
County (Calif.) and the Detroit plans. He 


scribes the recently organized Washington 


de- 
Plan 
which has many advantages not found under in- 
surance principles. He feels that some changes are 
necessary in the present methods of providing medi- 
cal care but should be made carefully and _ pa- 
The book 


“Progress will be greatly accelerated if there is co- 


tiently. closes with these sentences: 
operation between the socially minded forces outside 
the medical profession on the one hand and the 
medical profession on the other rather than the 
condition which prevails too largely at present of 
working at cross purposes. It should not be too 
much to ask in the light of past accomplishments 
that the leadership of the profession be accepted 
and its plans forwarded.” 

The book is recommended as a valuable contri- 
bution to this important subject. 

CARRINGTON WILLIAMS, M. D. 

1935. 
Which 


Containing 
Stand Ac- 


New and Nonofficial Remedies, 
Descriptions of the Articles 
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cepted by the Council on Pharmacy and Chemistry 

of the American Medical Association on January 

1, 1935. Cloth. Price, $1.50. Pp. 510. Chicago: 

American Medical Association, 1935. 

In this book the Council on Pharmacy and Chem- 
istry lists and describes the medicinal preparations 
that it has found acceptable for general use by the 
A glance at the list of the 
Council members and the long list of consultants 


medical profession. 


appearing in the first part of the book gives ample 

warrant for the authority of the Council’s selections, 

Not only does the Council ‘‘accept” new prepara- 
tions but from time to time it omits those which have 
been accepted but which have not with the lapse of 
time upheld their original promise of therapeutic 
merit. 

A valuable feature of the book is the grouping 
of preparations in classes. Each of these is intro- 
duced by a general discussion of the group. 

Physicians whe wish to know why a given proprie- 
tary is not described in New and Nonofficial Rem- 
edies will find the “Bibliographical Index to Pro- 
prietary and Unofficial Articles not Included in N. 
N. R.” of much value. 

Annual Reprints of the Reports of the Council on 
Pharmacy and Chemistry of the American Med- 
ical Association for 1934, with the Comments That 
Have Appeared in The Journal. Cloth. Price, $1. 
Pp. 135. Chicago: American Medical Association, 
1934. 

Each succeeding volume of reports of the Coun- 
cil reveals more of the long and successful fight in 
Most of the 
“unacceptable” reports in this volume are concerned 


the interest of rational therapeutics. 


with products that may have some merit but are 
not offered to the public in a way which experience 
has taught the Council is necessary before a thera- 
peutic agent is acceptable. 

Illustrative of the Council’s efforts to keep those 
concerned informed cf the basis for its actions are 
the “Recent Revisions or Elaborations of the Coun- 
Rules of 
Medical Profession,” which have appeared in the 


cil’s Interest to Manufacturers and the 


last two volumes. These inform the profession of 
the various problems which arise and the care given 
to their consideration. 
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Editorial 








Where is Nursing Education Taking Us? 

It goes without saying that the doctors of Vir- 
the proposed 
These changes are 


ginia are deeply concerned over 
changes in nursing education. 
dealt with in general terms in Miss Smith’s article 
which appears elsewhere in this issue of the 
MonTHLy. They are said to have been even 
more minutely aired before a recent joint meeting 
of doctors, nurses, and hospital superintendents. 
But up to this writing no statement with the stamp 
of authority upon it has been made concerning the 
precise nature or extent of the proposals. 

From what has been written elsewhere and from 
what appears to be the temper of those who control 
the destiny of nursing in this State it is not diffi- 
cult to guess in what direction changes will be 
attempted. The extent of the changes will probably 
be determined by the reaction they occasion. 

The theory at work seems to be that we need 
better educated nurses and fewer of them. It is 
believed that by raising the standards of nursing 
education both ends will be achieved. One can 
imagine any sort of program worked out along these 
lines—a high school education, two years of college, 
a college degree by way of preliminary education. 
As for the nursing course itself, is it to be two, three 
or four years? How is it to be further revamped? 
More classroom hours of course, and more subjects 
in the curriculum to boot. Immediate expansion 


to include the social sciences, hygiene, and sanita- 
tion. There is hardly any limit to the amount of 
interesting information which those who are busily 
revamping nursing curricula cannot advance as 
eligible subjects for teaching. 

Do doctors want it? Probably few doctors ap- 
preciate the full significance of such proposals. 
Many physicians have for years maintained that 
for the average case not even as much training as 
Doctors think of 


nurses as sickroom attendants, assistants who are 


is at present given is necessary. 


trained to follow the physician’s orders and who by 
kindness, strength, cheerfulness, tact, and a reason- 
able amount of knowledge are prepared to make 
patients comfortable, measure out a little medicine, 
and otherwise contribute to the care of the patient. 
They do not expect to find in nurses the medical 
knowledge of a fellow practitioner. They are a 
little leary of a type of nursing education which 
makes graduates just wise enough to prove trouble- 
somely counseling to their patients. Not only does 
the doctor fear the “over educated” nurse, but he is 
equally alarmed over the prospect of finding so few 
nurses left in the profession that their services will 
be more difficult to secure than at present. He 
does not have to jog his memory to recall instances 
in which the nurse summoned to a case must first 
know its nature, its expected duration and its geo- 


graphical location. He cannot help wondering what 
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ther conditions will be imposed by a more inde- 
»endent, small and highly educated coterie of nurses. 

Do the people want it? Perhaps the pleasure of 
aving very efficient and highly educated young 
vomen about will appeal to some people. Women 
with soft 


vomen who can talk about travel and books, and 


2asy manners and voices, personable 
who have the gift of reading aloud, entertainingly. 
But will they wish to pay for such luxuries? For 
certainly so much additional time spent on nursing 
education cannot go unrecompensed, and_ besides 


there is an economic law which will assure more 





pay for fewer nurses—the old law of supply and 
demand. 

Do the hospitals want it? It has been said that 
should the changes in nursing education which some 
are said to be contemplating be put into immediate 
effect, practically every private training school in 
Virginia would have to close its doors. The cost of 
maintaining a nurses’ training school, with a cur- 
riculum broadened to the proposed extent and in 
which didactic courses have been multiplied to the 
exclusion of a large part of practical hospital serv- 
ice represents a financial burden few private hos- 
pitals could carry. It must be apparent that this 
type of training has been until now something of 
a barter business. At small or no expense at all 
nurses are given their training and education in 
exchange for services to hospital patients. For 
women without resources this has been the only way 
of supplying the great demands for nurses in this 
country in recent years. 

Do nurses themselves want it? Do they realize 
that many who are now bearing the heat and bur- 
den of the day might not even qualify for admis- 
That 


That the ‘‘su- 


sion to the new type of training school? 
many might not make the grade? 
perior nurse” of the future is going to displace her 
as an antiquated article? How many nurses actu- 
ally feel the need of better training in meeting the 
Does 
the average nurse share the sentiments of a few up- 


routine problems of their professional day? 


per stratum women who are bent upon elevating 
the whole profession to a new dignity through higher 
educational standards? 

After all, is there not a better solution to the 
problem? We need a few well-educated, superiorly- 
trained women to occupy various positions in hos- 


pitals, training schools and in administrative office. 
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For them the State university and the school at- 
tached to the Medical College of Virginia might 
give training of the character proposed with per- 
haps opportunity for postgraduate study or speciali- 
zation. But for the average young woman desiring 
to enter nursing, may not the present system, with 
improvements here and there (improvements de- 
signed to improve and not to wreck) still serve the 
useful purpose to which it has been long dedicated? 


A Specialist Visits Virginia. 

A. B. has none too much of this world’s goods. 
This may be because he is a farmer and lives in a 
This bad 


enough but with declining years, those degenerative 


remote section of Virginia. would be 
diseases to which we all are heir have begun to 
manifest themselves. Worst of all his eyes have be- 
gun to fail. He has cataract. 

A few weeks ago A. B. was seated on his front 
porch contemplating the probabilities of a good to- 
bacco crop and wondering over the decrees of Provi- 
dence which seemed to have predestined him to an 
old age of blindness, when unexpectedly a stylish- 
looking automobile turned into his gate and drew up 
before his door while someone within inquired if 
there was not a man living there suffering from 
cataract. The stranger was a smartly dressed man 
with a professional air and his companion was no 
less impressive. In a few words he identified himself 
as an eye specialist from Baltimore. He had been 
passing through the county, he said, and heard that 
there was a man with cataract in the neighborhood 
who was needlessly losing his sight for want of 
proper attention. Being an expert in this type of 
eye affliction, especially in the operative treatment 
of the disease, the stranger felt duty bound to prof- 
A. B. was 
naturally mystified but delighted at this sudden 


fer his services to one in such distress. 


change in fortune and readily assented when the 
specialist from Baltimore proposed to remove the 
cataract then and there. 

Things were soon made ready. While the assis- 
tant bustled around, the doctor put some sharply 
smarting drops into the eyes, dexterously manipu- 
lated some instruments and in due course produced 
what he exhibited as a typical cataract. A bandage 
was applied to the eye, and A. B. was assured that 


on the morrow it might be removed and, presto, he 
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would be able to see as well as ever. And, mirabile 
dictu, there need be no after care, for following a 
dexterous removal such as had just been performed 
there was no necessity for post-operative treatment. 
For such kindness A. B. was moved to offer some 
The 
specialist then spoke with seeming reluctance upon 
He had operated upon many 


compensation. Of course it had to be small. 
the subject of fees. 
wealthy people and received some handsome re- 
turns. His usual charges ran into the hundred of 
dollars. But in a situation like this he was loath 
to ask more than fifty dollars. A. B. thought this 
He rummaged through his cash 
box, but could raise only twenty-five dollars. The 
specialist quickly solved the difficulty by suggesting 


very magnanimous. 


that if the ring ‘worn by his sister were thrown into 


the bargain they might call it square. So possessed 
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of twenty-five dollars and a ring worth equally 
much, the specialist and his assistant drove away. 

Denouement. 
A. B. lifted the bandage from his eves, eagerly an- 


The next day bright and early 


ticipating a new world full of all the beauties per- 
fect vision so lavishly bestows. Disillusionment. 
There was no new vision. Just the same old dim 
hazy outlines, the same veil that had been daily in- 
Then for the 


first time A. B. sought medical consultation concern- 


creasingly shutting out the world. 


ing his eves and the work of the Baltimore specialist. 
The family physician after a careful examination 
reported cataract in both eyes still present—only a 
little redness of the conjunctiva, the result of irrit- 
ants used the preceding day. As for the Baltimore 
specialist no one else remembered to have seen him, 
nor was he ever seen or heard of afterwards. 








President’s Message 





The Annual Meeting. 
To THE MEMBERS OF THE MEDICAL SOCIETY OF 

VIRGINIA: 

I wish to remind you that the Annual Meeting 
of your Society is near at hand. I hope we are to 
have a well-attended meeting. Norfolk is an ideal 
place to meet. The Program Committee has pre- 
pared a most interesting program, designed especi- 
ally to meet the wish of the general practitioner that 
he be given something practical to help him with 
his problems. 

Please try to arrange to attend the opening ses- 
sion, the evening of the 15th. On that evening we 
shall hear from Dr. A. C. Christie, of Washington, 
D. C., a student and an author of a book on “* 
* This is the burn- 


Eco- 
nomic Problems of Medicine. 
ing question of the hour, one that all physicians 
should be informed upon. Our other guest, Dr. 
James E. Paullin, of Atlanta, Ga., is to speak on 
Wednesday evening. His subject—The Significance 
and Diagnostic Importance of Pain in Disease—- 


should also have a wide appeal. I hope that both 
of these speakers will have large audiences to hear 
them. 

But my special appeal is to those of you chosen 
to represent your local Societies in the House of 
Weighty questions are to be considered, 
The 
House should be strictly representative, its decisions 
should faithfully reflect the majority view of the 
This 


cannot be achieved unless your Society is repre- 


Delegates. 
important decisions made at this meeting. 


profession of the State of Virginia. result 
sented. _If, therefore, it prove impossible for you 
to attend, see that your alternate does so; and if 
neither of you can do so, be sure another man is 
The Medical Society 
of Virginia cannot be stronger than its House of 


appointed and that he attend. 
Delegates. Yours is the responsibility. 
Expecting, then, to meet you in Norfolk, 
Fraternally yours, 
F. H. Smitu, President 
Medical Society of Virginia. 





Proceedings 





of Societies 








The Postgraduate Medical Society 
Held a sectional meeting in Emporia, August 


27th. Due to the absence of the president, Dr. H. 
E. Whaley, of Victoria, the meeting was presided 


| October, 
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er by the first vice-president, Dr. J. A. B. Lowry, 
( rewe. 

Dr. H. B. Holsinger, of Farmville, presented a 

ry instructive paper on “Alpha Streptococcus in 


elation to Peptic Ulcers.” yr. Warren T. 

iughan, of Richmond, and Dr. C. E. Martin, of 
‘mporia, spoke on “The Medical Treatment of 
Chronic Arthritis with Case Report.” Drs. L. S. 
Karly and W. A. Reese, of Petersburg, spoke on 


“Complete Recovery in a Case of Fracture of the 
Spine with Total Paralysis.” The final paper on 
the program was on Rocky Mountain Spotted Fever” 
by Dr. W. B. McIlwaine, of Petersburg. 

The physicians of Greenesville County elected 
delegate and alternate to the next meeting of the 
Medical Society of Virginia, following which dinner 
was served in the hotél dining room. 

The next meeting will be in Petersburg on the 
afternoon of Tuesday, November 12th. 


The Fairfax County Medical Society, 
At its meeting in August, re-elected the following 


Jessie 


officers for the coming year: President, Dr. 
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T: ‘Scott, Dr. William 
Meyer, Herndon; treasurer, Dr. F. M. Brooks, Fair- 
fax Station; and secretary, Dr. E. S. Waring, Fair- 
Delegate and alternate to the Norfolk meet- 


Vienna; vice-president, 


fax, 
ing of the State Society were also elected at this 


time. 


The Southside Virginia Medical Association 

Convened in Burkeville at Piedmont Sanatorium 
on September 10th. The meeting was called to or- 
der by the president, Dr. S. E. Gunn, and opened 
Dr. Bb. B. 


good attendance present. 


with prayer by Bagby. There was a 


There were several interesting papers presented 


and all were freely discussed. Interesting cases 


were also reported by Drs. S. E. Gunn, H. M. 
Snead and Fowlkes. 
In the absence of the secretary, Dr. R. L. Rai- 


ford, his son Morgan Raiford acted as secretary 
pro tem. 

After a most delightful dinner served by the Hos- 
pital Staff, the meeting adjourned to meet in Peters- 


burg on the second Tuesday in December. 





News 





Notes 








On to Norfolk! 

The Medical Society of Virginia is holding its 
sixty-sixth annual meeting in Norfolk, October 15th, 
16th and 17th, under the presidency of Dr. F. H. 
The Monticello Hotel 


be headquarters and all sessions and exhibits will 


Smith, of Abingdon. is to 
be there. 

Business matters of importance will be discussed 
in the House of Delegates and all component socie- 
ties are urged to see that they have representation. 
Names of delegates and alternates should be sent 
to the Society’s office at 1200 East Clay Street, 
Richmond. 

Adding to the interest of the scientific program 
will be the papers by our guests, Dr. A. C. Christie, 
of Washington, D. C., on “The Answer of the 
Medical Profession to State Medicine,” Dr. 
Paullin, of Atlanta, Ga., on ‘The Sig- 


and Diagnostic Importance of Pain in 


and 
James E. 
nificance 
Disease.”’ 


number of commercial 


We hope all members 


Several scientific and a 
exhibits will be on display. 
attending the meeting will visit these exhibits as 
they will be well worthwhile. 

A Golf Tournament will be held on Tuesday, the 
15th, at the Norfolk Golf Club. 
10:00 A. M. and will be followed by lunch at 
the Club. All who propose to play are asked to 
send or bring their official handicaps from their 
local clubs. Drs. Claiborne Willcox, Medical Arts 
Building, and M. B. Savage, Wainwright Building, 


Play begins at 


are in charge of the tournament. 

Members are urged to bring their wives and 
daughters as the local Auxiliary is planning lovely 
entertainment for them. Among other things there 
will be a reception, informal dance and buffet sup- 
per on Wednesday evening and the men are invited 
to this. 

At the close of the meeting on Thursday, there 
will be an oyster roast for the men and women. 
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This is being made a subscription affair because of 
the action of the Council, several years ago, in elimi- 
nating entertainments by the local societies. 

Altogether, this is to be an excellent meeting and 
you will feel fully repaid for attending. 

Don't forget Norfolk for October 15th, 16th and 
17th. 
thing of special interest for each day. 


Come early and stay late as there is some- 


Delegates to Norfolk Meeting. 

A number of societies have not sent in names of 
their delegates and alternates and as we want one 
hundred per cent representation, please send in your 
names to the Secretary of the Society, 1200 East 
Clay Street, Richmond, at once. 


Following is the list of names received to time 
of going to press: 
Delegate Society Alternate 
AccoMAc 
Dr. J. W. Robertson Dr. J. L. DeCormis 
ALBEMARLE 
Dr. Percy Harris Dr. J. C. Flippin 
Dr. W. E. Brown Dr. A. D. Hart 
ALEXANDRIA 
Dr. James W. Love Dr. W. B. Wilkins 


ALLEGHANY-BATH 
Dr. J. M. Emmett Dr. Thomas Winn 
Dr. M. B. Jarman Dr. S. P. Hileman 


AMELIA 

Dr. J. M. Habel Dr. H. C. Rucker 
AUGUSTA 

Dr. T. R. Rolston 
BEDFORD 

Dr. E. L. Johnson Dr. H. R. Hartwell 

DANVILLE-PITTSYLVANIA 
Dr. I. C. Harrison Dr. P. W. Miles 
ELIZABETH CITY 

Dr. R. H. Wright, Jr. Dr. E. S. Jones 
FAIRFAX 

Dr. F. M. Brooks Dr. J. T. Scott 
FAUQUIER 

Dr. H. L. Townsend Dr. H. C. Grant 

FREDERICKSBURG 

Dr. R. J. Payne Dr. F. C. Pratt 

Dr. C. A. Nunnally Dr. W. A. Harris 

Dr. J. M. Holloway Dr. L. L. Lee 
HALIFAX 

Dr. J. D. Hagood Dr. W. C. Brann 
HANOVER 


Dr. A. E. Murray Dr. Edwin Vaughan 
James City-New KENT 

Dr. A. M. Sneed Dr. J. R. Tucker 

LouboUN 

Dr. G. H. Musgrave Dr. W. C. Barr 
LYNCHBURG ACADEMY 

Dr. F. O. Plunkett Dr. D. P. Scott 

Dr. E. G. Scott Dr. John Hundley, Jr. 
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Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 
Dr. 


Dr. 
Dr. 
Dr. 


Delegate Society Alternate 

MECKLENBURG 

Dr. W. W. Wilkinson Dr. A. T. Finch 
Mip-TIDEWATER 

Dr. R. R. Hoskins Dr. E. T. Sandberg 

Dr. J. W. Smith Dr. J. D. Clements 

Dr. W. P. Jones Dr. H. F. Hoskins 

Dr. W. S. Cox Dr. R. D. Bates 

Dr. W. E. Croxton Dr. M. H. Harris 

Dr. J. R. Parker Dr. M. H. Eames 

Dr. J. N. DeShazo Dr. J. M. Gouldin 

Dr. L. O. Powell 

NANSEMOND 
Dr. O. R. Yates Dr. J. L. Rawls 
NELSON 
Dr. F. M. Horsley Dr. E. C. Kidd 
NORFOLK 

Dr. W. B. Martin Dr. N. G. Wilson 

Dr. C. C. Smith Dr. C. L. Harrell 

Dr. Wm. L. Harris Dr. F. H. Redwood 

Dr. J. W. Hunter Dr. F. D. Wilson 

Dr. J. D. Collins Dr. J. W. White 
NORTHAMPTON 

Dr. J. M. Lynch Dr. W. J. Sturgis 

NORTHERN VIRGINIA 

Dr. C. H. Iden Dr. Frank Tappan 

Dr. J. E. Harris Dr. P. W. Boyd 

Dr. George Long Dr. J. E. Amiss 

Dr. C. H. Armentrout Dr. J. G. Brown 

Dr. D. M. Kipps Dr. C. E. Foley 

Dr. H. W. Miller Dr. Marshall Wingfield 
PATRICK-HENRY 

Dr. W. C. Akers Dr. B. A. Hopkins 

Dr. J. M. Shackelford Dr. C. R. Titus 
PostT-GRADUATE 

Dr. J. A. B. Lowry Dr. J. M. Hurt 

Dr. H. C. Jones Dr. G. S. Fultz 

Dr. O. L. Jones Dr. S. E. Gunn 

Dr. B. J. Atkinson Dr. J. B. Kiser 

Dr. W. C. Harman Dr. F. N. Mallory 

Dr. T. F. Jarratt Dr. W. D. Prince 

Dr. H. B. Showalter Dr. Robert Whitehead 

Dr. F. E. Steere Dr. W. W. Seward 
PRINCESS ANNE 

Dr. L. H. Hancock Dr. R. W. Woodhouse 


RICHMOND ACADEMY 
Carrington Williams Dr. J. S. Horsley, Jr. 
F. P. Fletcher, Jr. Dr. Lee E. Sutton, Jr. 


A. I Dodson Dr. T. N. Barnett 

T. Dewey Davis Dr. B. B. Jones 

C. M. Caravati Dr. L. J. Whitehead 

J. F. Geisinger Dr. A. E. Turman 

Turner Shelton Dr. R. A. Nichols, Jr. 

P. D. Lipscomb Dr. T. B. Washington 

S. A. Anderson, Jr. Dr. M. O. Burke 
ROANOKE ACADEMY ; 

J. T. McKinney Dr. H. J. Hagan 


Dr. G. M. Maxwell 
Dr. T. D. Armistead 


C. H. Peterson 
F. A. Farmer 


| October, 
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}elegate Society Alternate 
ROCKBRIDGE 
Dr. H. R. Coleman, Jr. Dr. Frank Leech 


ROCKINGHAM 
Dr. Charles Watson Dr. C. E. Conrad 
SOUTHWESTERN VIRGINIA 


Dr. J. C. Motley Dr. P. S. Smith 

Dr. G. A. Wright Dr. T. K. McKee 

Dr. E. M. Chitwood Dr. C. F. Graham 

Dr. Joseph Coates Dr. B. F. Eckles 

Dr. A. B. Woolwine Dr. F. T. Hauser 

Dr. D. S. Divers Dr. R. H. Woolling 

Dr. A. M. Showalter Dr. J. L. Early 

Dr. J. G. Cox Dr. R. R. Goad 

Dr. W. C. Caudill Dr. M. C. Newton 
WarRWICcCkK 

Dr. C. P. Jones Dr. David Blechman 


The Virginia Pediatric Society 

Will hold a luncheon meeting at the Monticello 
Hotel, Norfolk, during the time of the State So- 
ciety meeting. The time set for this meeting is at 
1:00 P. M., Wednesday, October 16th, and all 
pediatricians are urged to attend as the matter of 
re-organization will be considered. 

Dr. W. P. McDowell, Norfolk, is president and 
Dr. Ambrose McGee, Richmond, is secretary. 


Dinner Meeting. 

Virginia members of the American College of 
Physicians will hold a dinner meeting in Norfolk, 
on Wednesday evening, October 16th, from 6:00 to 
8:00 P. M., during the time of the meeting of the 
Medical Society of Virginia. Members will receive 
notice of this from Dr. J. Morrison Hutcheson, 
Richmond. 


Dr. J. Shelton Horsley, 

Richmond, chairman of the Virginia Section of 
the American Society for the Control of Cancer, is 
giving a luncheon in Norfolk, October 16th, at 
1:00 P. M., to the District Chairman of that So- 
ciety. At this time, there will be a discussion of 
cancer education and control and Dr. J. W. Cox, 
field representative of the American Society, will 
be among those present. 


Married. 
Dr. Frank Read Hopkins and Miss Nancy Scott 

Adams, both of Lynchburg, Va., September 14th. 
Dr. Lawrence Paul Jones, North Emporia, Va., 

and Miss Emily Layfield Kitchin, Courtland, Va., 

August 19th. 

Dr. Paul Hogg, class of 


, 


33, Medical College of 











Virginia, now of New York City, and Miss Dorothy 
Elizabeth Williams, Norfolk, Va., September 21st. 

Dr. Edward Franklin Bland, an alumnus of the 
University of Virginia, class of °’27, and Miss 
Frances Poinier, Winchester, Mass., September 7th. 
Dr. Bland is now living in Boston, Mass., and is 
on the staffs of the Massachusetts General Hospital 
and the House of the Good Samaritan. 

Dr. Herman Harrison Braxton, Chase City, Va., 
and Miss Ann Norfolk Grimm, Baltimore, Md., 
recently. 

Dr. Beverly Wilkins Nash and Miss Frances 
Lucille Bowers, both of Timberville, Va., Septem- 
ber 1st. Dr. Nash is almember of the class of ’32, 
Medical College of Virginia. 

Lt. Col. George E. Barksdale, 

Medical Reserve, U. S. Army, formerly of Rich- 
mand, was recently retired as Surgeon of the U. S. 
Veterans Bureau, at Asheville, N. C. He and Mrs. 
Barksdale have just returned from a tour of Europe, 
Asia and Africa, and will in the future reside at 
Cockamouth Farm, near Richmond, Va. 

Dr. Fred G. Pegg, 

Class of °34, Medical College of Virginia, who 
later interned at Protestant Hospital, Norfolk, Va., 
has located for general practice at 1226 Waugh- 
town Street, Winston-Salem, N. C. 


Medical College of Virginia News. 

Dr. John E. Davis has accepted a position as in- 
structor in physiology here. Dr. Davis came to us 
from the University of Chicago. 


Dr. Ernst Fischer will join the faculty as asso- 
ciate in physiology in October. Dr. Fischer has 
been connected with the University of Rochester, 
school of medicine. 

Dr. Rolland J. Main, assistant professor of 
physiology, has returned from Chicago where he has 
been doing research work with Dr. Carlson and 
Dr. Ivy since February. 


Mr. J. A. Reese, associate in pharmacy, has ac- 
cepted a fellowship at the University of Florida, 
where he will work on his master’s degree. 

Dr. Walter E. Vest, of Huntington, W. Va.; Dr. 
L. H. Justis, of Littleton, N. C., and Dr. R. E. 
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Caldwell, of Portsmouth, Va., were recent visitors 


to the college. 


The ninety-eighth session of the college opened 
September 18th with an approximate enrollment of 
six hundred and eighty-two students in all schools. 
Convocation was held at 12:00 noon with classes 
starting at two o'clock. 


The outpatient department for the month of 
August showed 5,856 patient visits made by 2,611 
individual patients. 


Dr. W. D. Kendig, of Kenbridge, a member of 
the Board of Visitors, was a college visitor recently. 


Dr. L. Nelson Bell, 

Class of °16, Medical College of Virginia, who 
is connected with the American Southern Presby- 
terian Mission at Tsingkiang-pu, Ku., China, is 
now on furlough and making his headquarters at 
Waynesboro, Va. While in America, Dr. Bell plans 


to do postgraduate work in surgery. 


Dr. W. L. Gannaway, 
Recently of Crockett, Va., has moved to Abing- 
don, Va., where he is located at West End Pharmacy. 


Promotions in Public Health Service. 

Dr. William S. Bean, Jr., and Dr. Thomas B. 
H. Anderson, both of the class of *14, University 
of Virginia, have been promoted and commissioned 
as Senior Surgeons in the Regular Corps of the 
U. S. Public Health Service. 


American Public Health Association. 

The annual public health meeting—the center 
of health activities, the place where first announce- 
ments are made of new discoveries, of research in 
progress, of new appreaches to old problems, and 
of improved techniques in established health prac- 
tices—will open in Milwaukee, Wis., on October 
7th and continue to the 10th. The program is filled 
with scientific highlights. More than 400 presen- 
tations of health topics will be given. 

Dr. E. L. 


will address the first general session on October 7th. 


Bishop, Knoxville, Tenn., President, 


Announcement will also be made at this time of 


the Sedgwick Memorial Medal Award. Dr. Walter 
H. Brown, Palo Alto, Calif., is the president-elect. 


| October 


To Study Under Fellowships. 

Dr. Edward M. Holmes, assistant epidemiologis 
to the Virginia State Department of Health, Di 
J. C. Neale, health officer of Henrico County, an 
Dr. Robert E. Hollowell, district health officer o 
the Valley District, will spend the winter in Balti 
more, Md., where they will take up special wor! 
at the Johns Hopkins School of Public Health an 
Hygiene on fellowships from the Rockefeller Foun 
dation. 

Dr. James N. Greear, Jr., 

An alumnus of the University of Virginia, De 
partment of Medicine, now residing in Washington, 
D. C., was elected president of the recently or- 
ganized Washington Ophthalmological Society. 
Southern Medical Association. 

The twenty-ninth annual meeting of this Asso- 
ciation is to be held in St. Louis, November 19th- 
22nd, under the presidency of Dr. H. Marshall 
Taylor, Jacksonville, Fla. 
the history of the Association that a meeting has 


This is the first time in 


been held in Missouri, and it should be one of 
unusual interest. 

Mr. C. 
Ala., is secretary of this Association. 
Dr. A. H. Deekens, 


For some time of Richmond, Va., has opened 


P. Loranz, Empire Bldg., Birmingham, 


offices for general practice at Kilmarnock, Va. 
The American Associations of Obstetricians, 

Gynecologists and Abdominal Surgeons 

Held its annual meeting at Sky Top, Pa., the 
middle of September, under the presidency of Dr. 
M. Pierce Rucker, of Richmond, Va. This meeting 
had the largest attendance in its history and an 
excellent scientific program. The subject of Dr. 
Rucker’s presidential address was ‘The History of 
Obstetrics and Gynecology in Virginia.” 

Dr. Louis E. Phaneuf, Boston, Mass., succeeded 
to the presidency at this time and the following 
officers were elected: President-elect, Dr. James W. 
Kennedy, Philadelphia; vice-president, Dr. Fred- 
erick H. Falls, Chicago; secretary, Dr. James R. 
Bloss, Huntington, W. Va.; assistant secretary, Dr. 
L. A. Calkins, Kansas City, Mo.; and treasurer, 
Dr. Lewis F. Smead, Toledo Ohio. It was voted to 
have the mid-winter clinical meeting at Toledo 
in March and the annual meeting at Bretton Woods, 
N. H., in September, 1936. 
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Ir. M. Melvin Clark, 


Associated for several years with Dr. Thomas 
Yheeldon, Richmond, has moved to Rochester, 
\. Y., where he will be engaged in orthopedic surg- 


ry. His offices are at 315 Alexander Street. 


Dr. W. R. Rogers, 


Bristol, Va., has been re-elected mayor of that 
city for a two-year period. He is at present city 
croner and has been serving an unexpired term as 


mayor since February 19, 1934. 


Dr. Walter Joseph Otis, 


New Orleans, La., an alumnus of the Medical 
College of Virginia, was among the diplomates who 
was qualified in both psychiatry and neurology at 
the initial meeting of the American Board of 
Psychiatry and Neurology, held recently in Phila- 
delphia. 


Drs. McCastor Working Abroad. 


Drs. Joseph and Mary McCastor are continuing 
postgraduate work in Vienna, as voluntary assist- 
ants in the 1st Chirurgische Abteilung of the 
Allgemeines Krankenhaus under Prof. Dr. Hans 
Finsterer, the famous abdominal surgeon. As much 
of the surgery as possible is done under local anes- 
thesia. Dr. Joseph McCastor graduated from the 
Medical College of Virginia in 1927 while his wife, 
Dr. Mary McCastor, recently graduated abroad. 


Dr. M. H. Mund 


Has located for general practice in the Dew 
Building, Covington, Va. He-was formerly located 


in West Virginia. 


Recent Acquisitions to the Library of the 
Medical College of Virginia. 


These books may be obtained upon application to 


the Library, the only charge being return postage: 


Adams, E. W.—A review of certain aspects of a recently 
recognized disease of the blood (agranulocytosis or 
agranulocytic angina). 

Baldwin, M. E.—Diet—and like it. 

Bell, E. T.—Textbook of pathology. 

Bentley and Cowdry—A study undertaken by the Com- 
mittee on Psychiatric Investigations. 

Boyd, T. A.—Research. 
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Cameron—Essentials of tissue culture technique. 

Cameron, D. E.—Objective and experimental psychiatry. 

Corlett, W. S.—Medicine man of the American Indian 
and his cultural background. 

Cushing, H. W.—Intracranial tumors. 

Dale, Sir H. H.—Huxley Memorial lecture, 1935. 

Dalrymple—Champneys Report on supervision of milk 
pasteurizing plants. 

Du Bois, W. E. B.—Black reconstruction. 

Duke-Elder—Practice of refraction. 

Duke-Elder—Textbook of ophthalmology. 

Dunbar, H. F.—Emotions and bodily changes. 

Faries, J. C.—Limbs for the limbless. 

Goldthwait, J. E—Body mechanics. 

Gradwohl, R. B. H.—Clinical laboratory methods and 
diagnosis. 

Gruenberg, B. C.—Science and the public mind. 

Industrial Hygiene League of Nations, 2 vols. 

Kanner, Leo—Child psychiatry. 

Kemp, H. W.—How to practice medicine. 

ixessler, H. H.—The crippled and the disabled. 

Krause, A. C.—The biochemistry of the eye. 

Luckiesh, M.—Artificial sunlight. 

Magie, W. F.—A source book in physics. 

Matthews and Shallcross—Partners in plunder. 

Mayer, E.—The curative value of light. 

Miller, R. H.—Tuberculosis of the lymphatic system. 

Millikan, R. A.—Electrons, protons, photons, neutrons 
and cosmic rays. 

The nervous breakdown, by the Editors of Fortune. 

Nuzum, F. R.—The span of life as influenced by the 
heart, the kidneys and the blood vessels. 

Organic Syntheses, Vol. 15. 

Paget, Stephen—For and against experiments on animals. 

Palmer, B.—Paying through the teeth. 

Paton, D. M.—The interaction of the lymph and blood 
glands. 

Patterson's American educational directory, 1935 edition. 

Petrullo, V.—The diabolic root. 

Riesman, D.—The story of medicine in the Middle Ages. 

Seabrook, Wm.—Asylum. 

Springstun, H.—Doctors and juries. 

White—Autonomic nervous system. 

Wohl—Bedside interpretation of laboratory findings. 

Worcester, A.—The care of the aged, the dying and 
the dead. 

Wyler, E. J.—On serological tests for syphilis with very 
small amounts of patient's serum. 


Dr. Luther B. Lowe, 

Class of °34, Medical College of Virginia, after 
serving an internship at the Lewis-Gale Hospital, 
Roanoke, has located for general practice at Big 


Rock, Va. 
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Dr. Hugh P. Newbill, 


After serving an internship at the Norfolk Protes- 
tant Hospital is now doing postgraduate work in 
neurology at the Boston City Hospital, Boston, 
Mass. He is a member of the class of ’34, Uni- 


versity of Virginia, Department of Medicine. 


Dr. E. W. McCauley, 


Medical College of Virginia, class of 32, has 
located for practice at Rainelle, W. Va. Since his 
graduation, he has served an internship and resi- 
dency at the Medical College of Virginia Hospitals. 


Dr. Emanuel Wallerstein, 


Richmond, Va., was recently elected to member- 
ship in the American Laryngological, Rhinological 
and Otological Society. 


Dr. T. Allen Kirk, 


Roanoke, Va., was elected a vice-president of 
the American Rose Society at its meeting held in 
Rochester, N. Y., in September. 


Dr. Linwood Farley, 


Recently connected with the Southwestern Health 
District with headquarters at Abingdon, Va., has 
been appointed health officer of the Hanover County 
Health District. 


Dr. Charles H. Patterson, 

Of the University of Pennsylvania, class of 730, 
has resumed practice in Lynchburg, Va., with offices 
at 811 Church Street. 
matology and syphilology, having recently returned 


He is specializing in der- 


from Philadelphia, after taking a course in this 
specialty in the Graduate School of Medicine of the 
University of Pennsylvania. 


Dr. Guy Horsley, 

Richmond, Va., announces that he is specializ- 
ing in proctology, in addition to his work in general 
surgery at St. Elizabeth’s Hospital. 
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Intensive Course in X-ray Technique. 


Hunter College, New York City, offers six weeks’ 
intensive course in X-ray technique, commencing 
October 28, 1935. Particulars from the College or 
Dr. E. Fox, 384 East 149th Street, New York City. 
Also—short, private courses in laboratory technique. 


(Adv.) 


Experienced Doctor 


Wishes position with ethical, able, active phy- 
Address “C,” VIRGINIA MEDICAL 
MonTHLy. (Adv.) 


sician. care 





Obituary Record 


Dr. Chester B. Nuckolls, 


Hillsville, Va., died June 28th, in a Cleveland 
hospital. 
graduate of the former University College of Medi- 
cine, Richmond, in 1894. Dr. Nuckolls had been 
a member of the Medical Society of Virginia for 


He was sixty-eight years of age and a 


forty years. 


Dr. George Frederic Floyd, 


Birdsnest, Va., died August 28th of pneumonia. 
He was seventy-six years of age and a graduate 
of the College of Physicians and Surgeons, Balti- 
more, in 1883. Dr. Floyd formerly represented 
Northampton and Accomac counties in the State 
Legislature. He is survived by his wife, a daugh- 
ter, and a son, Dr. Elliott Floyd, of Norfolk, Va. 


Dr. Barton Cooke Hirst, 


Prominent obstetrician of Philadelphia, died 
He had 


served as professor of obstetrics at his alma mater, 


September 2nd, at the age of seventy-four. 
the University of Pennsylvania, for thirty-eight 
years. Dr. Hirst was a 
founders of the American College of Surgeons, and 


fellow and one of the 
was a member of many national and international 
societies. He was the editor of several well-known 
textbooks. 





